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Foreword 


Between  June  and  December  1975,  the  Hospital  Research  and  Educational  Trust 
(HRET)  was  under  contract  (DHEW  240-75-0056)  to  the  Bureau  of  Quality 
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the  PSRO  Management  information  System  (PMIS) ,  specifically,  for  the  new 
PSRO  Hospital  Discharge  Data  Set  (PHDDS) .    One  major  objective  was  to 
develop  training  materials  for  PSRO  staffs  and  for  hospital  personnel 
responsible  for  collecting  and  using  PHDDS  at  delegated  hospitals. 
Resulting  new  materials  have  been  combined  with  revised  Uniform  Hospital 
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(HSM  110-71-37)  to  the  National  Center  for  Health  Services  Research  and 
Development.     Designed  to  assist  hospitals  in  UHDDS  collecting  and  use, 
it  was  developed  and  tested  in  cooperation  with  the  American  College  of 
Life  Underwriters  (ACLU)  between  1971  and  1973.     Staff  members  who 
contributed  to  these  activities  included: 
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PHDDS  Part  A,  Uniform  Hospital  Discharge  Data  Set 


i 


1.  INTRODUCTION 


PART  A,  UNIFORM  HOSPITAL  DISCHARGE  DATA  SET 

PERSON  IDENTIFICATION:     the  patient's  social  security  number.     For  a 
patient — such  as  a  newborn  or  child — without  a  social  security  number  but 
with  Medicaid  coverage,  use  his/her  recipient  identification  number.  If 
the  hospital  assigns  a  different  medical  record  number,  it  is  also  to  be 
furnished.    The  patient's  name  is  not  to  be  recorded. 

RESIDENCE:     ZIP  code 

DATE  OF  BIRTH:    month,  day,  and  year  of  birth 
SEX:    male  or  female 


RACE:    White,  Black,  or  Other 

ADMISSION  DATE:    month,  day,  year,  and  hour  (00-23)  of  admission 
DISCHARGE  DATE:    month,  day,  and  year  of  discharge 

PHYSICIAN  IDENTIFICATION:     the  physician's  social  security  number.  The 
attending  physician  and  the  operating  physician  are  to  be  identified. 

Attending  Physician:     the  physician  primarily  responsible  for 
the  patient's  care  from  the  beginning  of  this  hospital  episode 

Operating  Physician:      the  physician  who  performs  the  principal 
procedure 

DIAGNOSIS :    all  diagnoses  that  affect  the  current  stay.     Old  diagnoses  that 
relate  to  an  earlier  episode  and  have  no  bearing  on  this  hospital  stay  are 
excluded. 

Principal  diagnosis  (to  be  designated):     the  condition  established, 
after  study,  as  the  chief  reason  for  the  patient's  admission. 
PSROs  are  required  to  report  the  ICDA-8  or  H-ICDA-2  code  for  the 
principal  diagnosis. 

Other  Diagnoses:    all  conditions  that  coexist  at  the  time  of 
admission  or  develop  subsequently  and  that  affect  the  treatment 
and/or  the  length  of  stay. 

PROCEDURES  AND  DATES:    all  procedures  performed  in  operating  rooms  are  to  be 
reported  with  the  dates.     In  addition,  all  other  significant  procedures  are 
to  be  recorded  with  the  dates.    A  significant  procedure  is  one  that  carries 
an  operative  or  anesthetic  risk  that  requires  highly  trained  personnel  or 
special  facilities  or  equipment.     Some  examples  are:  cardio-catheterization , 
renal  dialysis,  angiography,  exchange  transfusion,  endoscopy,  encephalography, 
and  supervoltage  radiation  therapy.     When  two  or  more  procedures  are  recorded, 
the  principal  procedure  is  to  be  designated.     In  determining  the  principal 
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1.  INTRODUCTION 


PART  A,  UNIFORM  HOSPITAL  DISCHARGE  DATA  SET  (Continued) 

procedure,  the  following  criteria  are  to  be  applied: 

.    The  principal  procedure  is  performed  for  definitive  treatment, 
rather  than  for  diagnostic  or  exploratory  purposes  or  for 
treatment  of  a  complication 

.    The  principal  procedure  is  the  one  most  closely  related  to 
the  principal  diagnosis 


DISPOSITION  OF  PATIENT 


1. 

Discharged 

or 

transferred  to  another  short-term  general  hospital 

2. 

Discharged 

or 

transferred  to  skilled  nursing  facility  (SNF) 

3. 

Discharged 

or 

transferred  to  an  intermediate  care  facility  (ICF) 

A. 

Discharged 

or 

transferred  to  another  institution 

5. 

Discharged 

to 

home  or  self-care  (routine  discharge) 

6. 

Discharged 

to 

home  under  care  of  an  organized  home  health  service 

7. 

Left  against  medical  advice 

8. 

Died 

EXPECTED  PRINCIPAL  SOURCE  OF  PAYMENT 


1.  Self  pay 

2.  Workmen' 8  compensation 

3.  Medicare 
A.  Medicaid 

■ 

5.  Other  government  source  (for  example,  CHAMPUS) 

a.  Title  V 

b.  Other 

6.  Blue  Cross 

7.  Insurance  Companies 

8.  No  charge  (free,  charity,  special  research,  or  teaching) 

9.  Other 

HOSPITAL  IDENTIFICATION;  the  Medicare-assigned  provider  number  used  by 
Medicare  and  Medicaid  in  the  hospital  certification  process 

NOTE:    The  Medicare  provider  number  is  not  to  be  reported  to 
BQA.     For  such  reporting,  BQA  will  provide  procedures  for  the 
PSRO  to  assign  unique  honpital  identifiers. 

CO  ON  TO  PAGE  3 
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I.  INTRODUCTION 


QUESTIONS 

Mara  the  one  correct  answer  to  each  of  the  following  questions: 
I.    Which  of  the  following  Is  the  best  statement  of  the  purpose  of  this 
training  program? 

A     To  prepare  you  for  the  new  forms  that  your  PSRO  must  adopt  for 
 A>    use  with  the  PSRO  Hospital  Discharge  Data  Set*. 

 B.    to  acquaint  you  with  a  new  concept  in  abstracting*  data. 

_C.    To  train  you  in  reporting  clinical  data  for  computer  processing. 

D     To  assist  you  in  training  personnel  responsible  for  handling 
 D*     items  in  the  PSRO  Hospital  Discharge  Data  Set. 

<a  onrh  that  the  personnel  who  will 
*"    ^ing^rthl  ZoZ%T^Z^  Pata  Set  its.: 

must  he  trained  in  a  central  location  in  each  state,  at  the  same 
time. 

B.    can  he  given  training  while  on  the  Job  in  their  local  hospital,  or 
PSRO. 

 C.    should  complete  any  standard  course  in  dsta  recording. 

D.    need  no  new  training  at  all. 
■  

3.    Which  of  the  following  is  not  an  item  currently  m  the  discharge  data 


set? 


A.    Person  identification 

 B.    Physician  identification 

 C.    Hospital  identification 

 D.    Source  of  patient  referral 

E.    Principal  diagnosis 

Vrt.i  aro  to  decide  whether 
questions  »  through  9  sppesr  as  °™"-J°^e  your  ch„lcc  by 
each  statement  ss  given  is  TRUE  or  in~> 
circling  (T)  for  True  or  (F)  for  False. 

,     The  trsining  worhbooa  serves  only  ss  a  review  aid  ss  you  leam.  <F> 

5.    Since  hospital  policies  end  data  ^^  ^^  ""'"mm 
to  use  exactly  the  same  training  program  in  P 

GO  ON  TO  PAGE  4 
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1 .  INTRODUCTION 


QUESTIONS  (Continued) 

6.  The  Item  Information  Sheets,  once  completed,  contain  the  information 
relevant  to  each  data  set  item  and  were  designed  as  the  basis  of  the 

(T) (F) 

training  program.  v 

7.  Because  the  bulk  of  the  responsibility  for  incorporation  of  the 
Uniform  Hospital  Discharge  Data  Set  falls  to  the  medical  records 
department,  you  need  not  concern  yourself  with  communication  with 
representatives  from  other  departments.  (T)  (F) 

8.  Before  setting  up  this  training  program,  you  should  consult  with 

the  PSRO  supervisor  regarding  possible  policy  changes.  (T) (F) 

9.  Questions  appearing  in  the  workbook  (like  these)  are  intended 

only  for  trainees  in  your  program—you  don't  need  to  answer  them.  (T)(F) 

10.    In  the  following  lists,  check  (v0  each  item  that  is  included 
as  a  basic  item  in  the  UHDDS: 


A.  discharge  date 

~B.  marital  status 

_C.  hospital  bill 

D.  disposition  of  patient 


F. 


diagnosis 
course  of  illness 

G.  procedures 

H.  chief  symptoms  on  admission 


11.    The  PSRO  may  collect  UHDDS  on  patients  covered  by: 

 A.  private  insurance 

 B.  Title  V 

 C.  Title  XVIII 

D.  Title  XIX 


12.     In  your  own  words,,  define  the  Uniform  Hospital  Discharge  Data  Set. 
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1.  INTROPUmON 


2.     RULES  FOR  RECORDING 


RECORD  WITH  ACCURACY 


Guidelines 


1.    Watch  for  transpositions-changes  in  the  order  of  the  numbers  recorded. 
For  example,  the  number: 

3  A  7  2         erroneously  recorded  as    I  3| 7| A| 2~] 


OR 


5  9  6  4  2  5         erroneously  recorded  as   1  5|  9\  A|6|2}_5 


2.    Watch  for  errors  in  number  repetitions— mistakes  in  recording  a  series 
of  numbers  when  some  of  the  numbers  are  repeated.    For  example,  the 
number : 

erroneously  recorded  as   I  3| 5| 8 |8| 3| 6|  | 
OR 


3  5  8  8  8  3  6 


3  5  8  8  3  6 


erroneous 


ly  recorded  as   |  3l 5| 8 | 8 | 8| 3| 6  | 


3.    When  numerical  information  about  a  patient  is  to  be  retrieved  from 
a  list  referenced  by  the  patient's  name,  always: 

a)  check  to  make  certain  that  the  correct  numbers  have  been 
retrieved;  that  is,  that  the  numbers  you  record  are  the 
ones  associated  with  that  particular  patient. 

b)  check  the  full  name  of  the  patient,  including  middle  initial, 
to  make  certain  you  are  retrieving  the  right  information. 


-NOTES- 
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2.     RULES  FOR  RECORDING 


RECORD  WITH  LEGIBILITY 


Recommended  Standard  Numbering  Style 


o 

/ 

2 

3 

H 

5 

6 

7 

8 

<7 

Additional  Signs 


Plus 


Minus 


Asterisk 


c 

s 

T 

X 

z 

M 

Letters 


Recording  Entries 


Acc< 

0 

;pta 

ble 

0 

/ 

/ 

\ 

2. 

2. 

3 

2 

f 

1 

6 

h 

7 

7 

7 

8 

? 

0 

7 

? 

9 

Unacceptable 


4 


sir 


4> 


6 


7 


*3 


1 


i 


o 


O 

a. 


~7 
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2.     RULES  For  RECORDING 


RECORD  WITH  UNIFORMITY 


I  X  I  Male         |  J I  Male  \^\  Male  Malt-  |  o  |  M.i  If 

|  J  Fema  Le     |       ]  Female  J  Fema  le     |       ]  Female  j  Female 
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2.     RULES  FOR  RECORDING 


QUESTIONS 

For  questions  1  through  8,  read  the  statement  given  and  decide  whether 

it  is  TRUE  (T)  or  FALSE  (F) .    Mark  the  letter  corresponding  to  your  choice. 

1.  As  long  as  PSRO  personnel  have  ample  training  in  recording  data, 
their  motivation  for  accuracy  and  care  in  recording  is  relatively 
unimportant.  (T) (F) 

2.  Whenever  possible,  data  should  be  recorded  in  the  same  manner 
throughout  the  PSRO  area.  (T) (F) 

3.  A  discharge  summary  form  is  a  single  document,  capable  of 

containing  all  the  relevant  patient  discharge  data.  (T) (F) 

4.  Since  most  persons  write  numbers  in  almost  the  same  fashion, 
it  is  not  necessary  to  worry  about  uniformity  in  numbering 

style.  (T)(F) 

5.  Rules  should  be  established  regarding  the  type  of  writing 

implement  acceptable  for  recording  information.  (T) (F) 

6.  Rules  should  be  established  regarding  the  PSRO  procedures  to 

be  followed  in  correcting  errors  made  while  recording.  (T) (F) 

7.  PSRO-wide  uniformity  in  data  recording,  although  desirable, 
should  not  be  expected  since  it's  virtually  impossible  to 

attain.  (T) (F) 

8.  When  recording  a  number  that  has  fewer  digits  than  the 
number  of  spaces  allocated,  such  as  recording  a  four-digit 
number  in  a  five-block  space,  it  doesn't  matter  which  four 
of  the  five  blocks  are  used.    Whether  the  number  "5962"  is 
recorded  as  \  0|  5  [9|6|2  |  or  |  5 1  9 1  6  1 2  1 0  |,  the  data  processor 


would  read  the  number  correctly  as  5962.  (T) (F) 


***** 

For  questions  9  and  10,  complete  the  statement  by  filling  in  each  blank 
with  the  appropriate  words:  , 

9.    The  recording  error  of  changing  the  order  of  the  digits  in  a  number 
is  called  (a)  (an)    error. 

10.    The  three  general  rules  for  data  recording  are   , 

 ,  and   . 


GO  ON  TO  PAGE  11 
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3.     DEFINITION  OF  POPULATION 


Hospital  population  describes  a  body  of  persons  who  receive  hospital- 
based  or  coordinated  medical  services  for  which  the  hospital  is 
responsible.     The  hospital  population  is  categorized  as  either  inpatients 
or  outpatients  with  further  delineation  to  describe  the  clinical  care 
unit*  that  provided  the  inpatient  or  outpatient  services,  such  as  the 
emergency  department,  clinics,  home  care  program,  day  or  night  center, 
short-term  care  unit,  long-term  care  unit,  and  others. 

PHDDS,  PART  A,  THE  UNIFORM  HOSPITAL  DISCHARGE  DATA  SET,  DELINEATES  THE 
POPULATION  FOR  WHICH  DATA  ARE  TO  BE  COLLECTED:     EVERY  INPATIENT  DISCHARGED 
FROM  A  SHORT-TERM  CARE  HOSPITAL  OR  THE  SHORT-TERM  UNIT  OF  A  HOSPITAL. 

Definitions  with  guidelines  to  follow  are: 

INPATIENT:    A  patient  who  is  provided  with  room,  board,  and  continuous 
nursing  service  in  an  area  of  the  hospital  where  patients  generally  stay 
overnight.     Exceptions  are  those  inpatients  who  die  or  are  discharged 
before  midnight  (census-taking  time)  or  those  patients  who  utilize 
distinctive  inpatient  services  other  than  room  and  board  but  who  die  or 
are  transferred  to  another  medical  care  institution. 

Each  of  the  following  would  be  considered  an  inpatient: 

.  A  patient  who  was  transferred  from  the  emergency  department 
to  operating  suite  and  died  during  or  immediately  following 
surgery 

.    A  patient  who  received  a  battery  of  hospital  services— x-rays, 
inhalation  therapy,  whole  blood,  laboratory  tests,  medicines, 
or  intensive  nursing  services—but  died  before  transfer  to  an 
inpatient  bed  area 

.    A  patient  who  was  admitted  and  received  diagnostic  work-up, 
then  eloped  or  left  the  hospital  against  the  physician's 
advice 

.    A  patient  who  was  taken  from  the  emergency  department  to  the 
operating  suite  and  immediately  following  emergency  surgery 
was  transferred  to  another  medical  care  institution 

.    A  hospital  live  birth*  (newborn) 

NOTE:     In  some  instances,  a  patient  may  be  detained  in  the 
emergency  department  for  close  observation  over  an 
extended  period.     Depending  on  the  emergency  service 
facilities,  the  length  of  time,  and  the  hospital's 
policy,  this  may  be  considered  an. inpatient  admission. 
Your  hospital's  policy  regarding  such  admissions  should 
prevail. 

GO  ON  TO  PAGE  13 
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3.     DEFINITION  OF  POPULATION 


In  keeping  with  the  Inpatient  definition,  the  following  are  not  considered 
inpatient  admissions: 

An  individual  who  receives  lodging  in  the  hospital  and  who 
is  not  a  hospital  inpatient,  such  as  a  mother  staying  in 
the  hospital  with  a  small  child  but  using  no  nursing  or 
medical  care  services.    (Referred  to  as  a  hospital  boarder.) 

NOTE:    Even  if  the  term  boarder  is  used  to  describe  a  newborn 
infant  who  remains  in  the  hospital  or  in  the  newborn 
nursery  after  his  mother's  discharge,  the  infant  is  a 
hospital  inpatient,  and  not  a  boarder. 

.    A  stillbirth  or  hospital  fetal  death*. 

.     A  person  for  whom  patient-care  orders,  diagnostic  work-up, 
or  treatment  was  cancelled  immediately  after  his  admission, 
either  by  himself  or  by  his  physician,  and  to  whom  no  bill  for 
hospital  services  was  submitted.   (This  would  constitute  a 
cancellation  of  admission.) 

An  emergency  service  patient  who  was  immediately  transferred 
to  the  operating  room  but  who  died  before  a  surgical  procedure 
was  performed. 

INPATIENT  HOSPITALIZATION:    Uninterrupted  period  as  an  inpatient,  with  the 
possible  exception  of  authorized  leaves  of  absence.     It  is  identified  by 
its  beginning  (inpatient  admission*)  and  its  end  (inpatient  discharge*)  . 

If  the  hospital  has  separate  units  for  short-term  care  and  long-term  (or 
extended)  care,  the  Uniform  Hospital  Discharge  Data  Set  requires  separate 
reporting  of  short-term  unit*  and  long-term  unit*  hospitalization. 

If  a  patient  is  admitted  to  the  short-term  unit  and  subsequently 
transferred  to  the  long-term  or  extended  care  unit,  use  the  date 
of  transfer  as  the  discharge  date  for  the  short-term  unit  reporting 

If  a  patient  is  admitted  to  the  long-term  or  extended  care  unit 
and  subsequently  transferred  to  the  short-term  unit,  use  the 
date  of  transfer  as  the  admission  date  for  the  short-term  unit 
reporting. 

INPATIENT  DISCHARGE:     The  end  of  inpatient  hospitalization: 
By  order  of  the  physician 
By  death  of  the  patient 
Against  medical  advice 

By  transfer  to  hospital-based  extended  care  unit  (long-term  unit) 


*  See  Glossary 
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3.     DEFINITION  OF  POPULATION 


QUESTIONS 

For  each  of  questions  1  and  2,  mark  the  one  best  answer. 


1.  For  PHDDS,  uniform  discharge  data  should  be  collected  for: 

 A*    Every  patient  receiving  any  hospital  services. 

 1*    Every  inpatient  discharged  from  a  short-term  hospital  or 

short-term  unit  of  a  hospital. 

 c«    Every  inpatient  discharged  from  an  acute  inpatient  facility 

except  newborns  and  fetal  deaths. 

 p.    Only  patients  who  were  not  transferred  to  other  health  care 

institutions. 

2.  For  UHDDS  purposes,  an  inpatient  discharge: 

 A*    Denotes  the  end  of  hospital  responsibility  for  a  patient. 

 B.    Refers  to  the  termination  of  any  inpatient  hospital  episode 

other  than  those  ending  in  death. 

 C    Denotes  the  end  of  inpatient  hospitalization. 

 D.     Refers  to  the  termination  of  all  hospital  episodes  except 

those  terminating  against  the  advice  of  a  physician. 


3.    For  PHDDS,  part  A  purposes,  an  inpatient  admission  is  defined  as: 

 A.    A  patient  utilizing  any  hospital  inpatient*  or  hospital  outpatient* 

facility  of  the  hospital. 

 B.    A  patient  provided  with  room,  board,  and  continuous  nursing 

service  in  an  area  of  the  hospital  where  patients  generally 
stay  overnight. 

 C.    Any  person  who  stays  overnight  in  an  area  of  the  hospital 

where  patients  generally  stay  overnight,  regardless  of 
whether  or  not  he  utilized  any  patient  care  service  of 
the  hospital. 


GO  ON  TO  PAGE  15 

*  See  Glossary 
(Rev.  10/75) 


-14- 


3.     DEFINITION  OF  POPULATION 


QUESTIONS  (Continued) 

i 

Read  each  of  the  following  questions,  A  through  7,  and  decide  whether  or 
not  the  situation  constitutes  an  admission  according  to  PHDDS,  part  A 
specifications.     Be  sure  to  mark  your  answers  where  indicated. 

A.    "Gaylord  Newcomb,  age  18,  was  admitted  to  the  emergency  department 
following  an  automobile  accident  in  which  he  sustained  a  fractured 
skull  with  severe  brain  lacerations  and  multiple  fractures  of  the 
extremities.     He  was  transferred  to  the  operating  room  and  died  during 
the  course  of  the  operation." 

 Yes.    This  is  an  inpatient  admission. 

 No.    This  is  not  an  inpatient  admission. 

5.  "Marian  Arndt,  age  53,  was  admitted  to  the  emergency  department  with 
acute  bowel  obstruction.    After  work-up  there,  Mrs.  Arndt  was  taken 
to  the  operating  room  where  surgery  was  done  to  relieve  the  bowel 
obstruction.     She  was  transferred  from  the  surgical  suite  to  the 
recovery  room  and  died  within  2  hours." 

 Yes.    This  is  an  inpatient  admission 

 No.    This  is  not  an  inpatient  admission. 

6.  "Mr.  J.  A.  Koin  was  brought  to  the  hospital  by  police  ambulance  018. 
Pronounced  dead  on  arrival  by  Dr.  Kimlosley." 

 Yes.    This  is  an  inpatient  admission. 

 No.    This  is  not  an  inpatient  admission. 

7.  "Term  birth,  baby  delivered  dead." 

 Yes.    This  is  an  inpatient  admission. 

 No.    This  is  not  an  inpatient  admission. 

****** 

Questions  8  and  9  appear  as  statements  that  you  should  read,  then  decide 
whether  each  is  TRUE  (T)  or  FALSE  (F) .  Mark  your  answer  by  circling  the 
correct  letter. 

8.  If  the  hospital  has  a  hospital-based  skilled  nursing  unit  (extended 
care  facility),  a  patient  transferred  to  such  a  facility  is 

considered  a  discharge,  according  to  PHDDS,  part  A  specifications.     (T) (F) 

9.  According  to  PHDDS,  part  A  specifications,  a  patient  granted  a 
leave  of  absence  from  a  hospital  is  automatically  discharged  from 

the  hospital.  (T) (F) 
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3.     DEFINITION  OF  POPULATION 


QUESTIONS  (Continued) 

10.     Read  each  of  the  following  examples  carefully,  and  check  (7)  all 
those  that  would  constitute  a  discharge  according  to  PSRO  Hospital 
Discharge  Data  Set  specifications. 

 A.    An  inpatient  who  is  transferred  to  another  hospital. 

 B.    An  inpatient  who  died  on  the  50th  day  of  hospitalization 

in  a  general  short-term  hospital.* 

 C.    A  newborn  sent  home  with  his  mother. 

 D.    A  person  who  is  dead  on  arrival  at  the  hospital. 


_E.    An  inpatient  who  is  transferred  from  one  inhospital 
patient  service  area  to  another. 

_F.    A  patient  who,  after  a  week  of  hospital  confinement,  left  against 
the  advice  of  his  physician. 


*  See  Glossary 
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PERSON  IDENTIFICATION 


ITEM  INFORMATION  SHEET 


Recording 
Format : 


Social  Security  Suffix 


Sample  of  your  numbers 


Description 


Data  Uses 


Source  of 
Information 


Cautionary 
Notes 


Recommenda- 
tions 


Rules/ 
Procedures 


Each  patient,  including  newborns,  is  to  have  a  unique  number  within 
the  hospital  that  distinguishes  him  and  his  medical  record  from  all 
other  patients  in  the  hospital.     This  number  is  to  be  used  in  re- 
porting  each  admission.     The  patient's  social  security  number  can  be 
used.     If  so,  the  number  to  be  used  for  a  patient,  such  as  a  child 
or  a  newborn,  without  a  social  security  number  but  with  Medicaid 
coverage  is  the  recipient  Medicaid  identification  number.  The 
patient's  name  need  not  be  recorded. 


The  person  identification  number  ensures  record  linkage  for  multiple 
admissions  of  the  same  individual  and  allows  accumulation  of  all 
data  for  an  individual. 


Primary  Source  Document: 


Secondary  Source: 


Any  Number  System: 

In  recording  or  transferring  the  number,  watch  for  transpositions, 
number  repetitions,  and  mismatching  of  name  and  number. 
.  Make  certain  that  the  person  identification  number  is  clearly 
differentiated  from  any  other  number  in  the  medical  record. 

Social  Security  Number: 

.  When  the  source  document  contains  both  social  security  and 

Medicaid  numbers,  record  only  the  social  security  number. 
.  Be  aware  that  temporary  delays  in  obtaining  the  social  security 
number  may  occur  if  the  patient  has  been  admitted  on  an 
emergency  or  urgency  basis. 


"Determine  when  and  how  to  obtain  the  social  security  or  Medicaid 
number  if  it  was  not  recorded  when  the  patient  was  admitted. 
Develop  procedures  for  obtaining  a  social  security  or  Medicaid 
number  that  may  have  been  recorded  on  previous  admission. 


'.  What  actions  should  be  taken  if  numbers  are  missing  or  cannot 

Whal^re  rules/procedures  for  recording  any  alphabetical  suffix 

to  the  social  security  number? 
.  How  are  numbers  assigned  to  newborns? 
.  Other  rules: 
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4.     PEKSON  IDENTIFICATION 


Social  Security  and  Similar  Numbering  Systems 

1.  Collection  of  the  Social  Security  Number.     If  the  social  security 
number  is  necessary  for  processing  reimbursement  claims  for  hospital 
charges,  it  usually  appears  as  part  of  the  admitting  information. 

It  is  routinely  collected  and  entered  for  all  Medicare  (Title  XVIII) 
recipients.    Whether  or  not  it  is  needed  for  patients  covered  by 
Maternal  and  Child  Health  Services  (Title  V)  and  Medicaid  (Title  XIX) 
varies  by  states. 

NOTE:    Except  as  required  for  payment  of  the  hospital  bill 
under  Titles  V,  XVIII,  and  XIX,  the  hospital  is  not 
required  to  collect  the  social  security  number,  and 
the  patient  is  not  obligated  to  provide  it.     In  most 
hospitals,  the  social  security  number  is  not  routinely 
collected  on  all  patients. 

N 

2.  Medicaid  Numbering  System.    Personnel  should  be  instructed  in  the 
numbering  system  used  for  identifying  Medicaid  recipients  in  the 
region  served  by  the  PSRO.    Personnel  should  be  aware  of  the  suffix 
system  used  by  the  Social  Security  Administration  for  identifying 
dependents  by  following  the  social  security  number  with  a  different 
letter  for  each  dependent.     Rules  and  procedures  should  be  established 
for  the  use  or  nonuse  of  the  suffix  system  for  record  linkage  purposes. 

3.  Social  Security  System  for  Hospital  Medical  Records.     Some  hospitals 
have  adopted  the  social  security  number  system  as  the  unit  numbering 
system  for  patient's  medical  records.     The  medical  record  number 
becomes  a  combination  of  social  security  numbers  and  of  numbers  that 
are  based  on  the  3-2-4  social  security  grouping  and  are  assigned  to 
patients  who  do  not  provide  social  security  numbers.     Some  hospitals 
have  elected  to  use  the  800  or  900  series — neither  of  which  is  used 
by  the  Social  Security  Administration — for  the  first  three-digit 
grouping.    The  medical  record  department  develops  procedures  for 
converting  the  hospital's  patient  number  to  the  social  security  number 
if  it  becomes  available.     It  is  possible,  therefore,  for  a  patient  to 
have  a  hospital-assigned  number  for  one  admission  and  a  social  security 
number  for  another.     PSRO  personnel  should  be  aware  of  hospitals' 
possible  use  of  social  6ecurity-type  numbering  systems  and  be  assured 
that  they  present  no  serious  problem. 

A.     The  Hospital's  Choice  of  System.     The  right  of  the  hospital  to  use  the 
social  security  or  a  similar  numbering  system  for  medical  records 
should  be  respected.     Many  hospitals  oppose  use  of  the  social  security 
number  on  the  basis  of  the  dangers  inherent  in  establishing  a  standard 
universal  identifier  without  legal  and  social  safeguards  against  the 
use  or  abuse  of  personal  medical  data.     It  can  jeopardize  the  confiden- 
tiality of  patient  information  by  providing  easier  access  for  outside 
parties,  particularly  in  hospitals  that  are  on  a  broad  computer  system. 
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4.     PERSON  IDENTIFICATION 


EXAMPLE :     RECORDING  ERROR 


The  utilization  review  committee  of  Green  Cross  Hospital,  a  delegated 
PSRO  hospital,  wanted  to  review  the  records  of  myocardial  infarction 
patients  who  had  been  hospitalized  for  15  or  more  days  during  the  past 
quarter.     Fortunately  Green  Cross  had  a  well-established  record  retrieval 
system  and  subscribed  to  a  discharge  abstract  system.*    With  the  data 
displayed  on  a  discharge  abstract  form,  the  review  procedure  was  simplified. 
It  was  necessary  only  to  identify  all  entries  with  the  correct  diagnostic 
code,  then  to  check  the  length  of  stay.     Using  the  person  identification 
number,  the  medical  record  clerk  retrieved  the  21  qualifying  records. 

However,  one  identification  number  had  been  entered  wrong  on  the  discharge 
abstract  form.    This  error  in  recording  made  the  information  display 
incorrect.     Instead  of  what  it  requested,  the  committee  received  the 
records  of  20  patients  with  myocardial  infarction  and  one  patient  with 
carcinoma. 


-NOTES- 


*  See  Glossary 
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/».     PERSON  IDENTIFICATION 


QUESTIONS 

For  questions  1  through  5,  select  and  mark  the  one  best  answer. 

1.    PHDDS,  part  A  recommends  that  the  person  identification  data  is: 

 A.    The  social  security  number  and/or  the  hospital  number. 

B.    The  social  security  number  or  the  Medicaid  number. 

 C.    The  Medicaid  number  and/or  the  medical  record  number. 

 p.    The  unique  patient  number  and/or  the  medical  record  number. 


2.  Person  identification  number  is  based  upon  the  premise  that: 

 A.    The  patient  number  reflects  only  the  current  hospitalization. 

 B.    The  patient  number  maintains  the  hospital's  continuity  for  the 

patient  through  several  hospitalizations. 

 C.    The  patient  number  should  be  assigned  by  the  PSRO  so  that 

continuity  of  medical  services  provided  for  the  patient  can 
be  followed. 

 D.    The  patient  number  should  be  unique  throughout  all  PSRO  areas 

so  continuity  of  medical  services  provided  for  the  patient 
can  be  followed. 

3.  Which  of  the  following  recommendations  is  not  consistent  with 
PHDDS,  part  A  recommendations  for  guaranteeing  accuracy  in  recording 
the  patient  identification  number? 

 A.    There  should  be  a  means  of  verifying  that  only  one  number  is 

associated  with  each  patient. 

 B.     There  should  be  a  means  of  verifying  that,  in  the  event  of  a 

dual  numbering  system,  the  medical  record  number  on  permanent 
file  is  the  number  recorded. 

 C.    There  should  be  a  means  of  verifying  that  only  one  patient  is 

associated  with  each  number. 

 D.     Only  casual  spot  checks  for  the  accuracy  with  which  the  number 

has  been  transferred  from  one  form  to  another  are  necessary. 


GO  ON  TO  PAGE  21 
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4.     PERSON  IDENTIFICATION 


QUESTIONS  (Continued) 

A.    White  Plains,  a  delegated  hospital,  assigns  a  new  number  to  each 
admission.    This  system  is: 

 A.    A  unit  numbering  system  that  is  sufficient  for  PSRO  purposes 


B.  A  unit  numbering  system  that  must  be  accompanied  by  the  inclusion 
of  either  the  social  security  or  the  Medicaid  number. 

C.  A  serial  numbering  system  that  is  sufficient  for  PSRO  purposes. 


 D.    A  serial  numbering  system  that  must  be  accompanied  by  either  the 

social  security  or  the  Medicaid  number. 

5.    Which  of  the  following  is  a  correct  statement  of  the  nature  of  the 
person  identification  numbering  system  to  be  used  for  PHDDS ,  part  A? 

 A.    The  number  referencing  the  data  set  items  for  a  patient  must  be 

unique  to  the  patient. 

 B.    A  serial  numbering  system  must  be  used. 


C.  The  number  referencing  the  data  set  items  for  a  patient  must  be 
held  confidential,  accessible  only  by  data  abstractors. 

D.  The  number  referencing  the  data  set  items  for  a  patient  must  be 
used  consistently,  so  that  all  pertinent  information  on  each 
hospital  episode  can  be  accumulated  and  located  by  that  number. 

_E.    Both  statements  A  and  B_  are  correct. 
_F.    Both  statements  A  and  £  are  correct. 
G.    Both  statements  A  and  D  are  correct. 


Questions  6  through  1A  consist  of  statements  that  you  should  read,  then 
decide  whether  each  is  TRUE  (T)  or  FALSE  (F) .     Circle  the  letter  of  your 
choice. 

6.  In  keeping  with  PHDDS,  part  A  specifications,  each  patient  should  be 
assigned  a  unique  number  to  distinguish  him  from  all  other  patients 
registered  with  the  hospital. 

(T)(F) 

7.  There  is  no  real  value  in  having  a  single  number  which  identifies 

both  the  patient  and  his  medical  record.  (T)(F) 

8.  The  unit  numbering  system  provides  a  basis  for  counting  the  number 
of  people  served  by  the  hospital  rather  than  the  number  of  hospital 
admissions.  (T) (F) 

9.  For  hospitals  using  an  alphabetical  system  for  filing  medical 
records,  provision  must  be  made  for  assigning  numbers  for 

conformance  with  PHDDS,  part  A  requirements.  (T) (F) 

GO  ON  TO  PAGE  22 
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4.     PERSON  IDENTIFICATION 


QUESTIONS  (Continued) 

10.  Regardless  of  the  type  of  patient  numbering  system  currently 
used  by  a  hospital,  PHDDS,  part  A  requires  adoption  of  a  unit 
numbering  system. 

11.  A  social  security  number  followed  by  a  suffix  letter  is  used 
to  identify  dependents  of  Medicaid  recipients. 

12.  Checks  for  accuracy  of  recording  the  patient  identification 
number  are  not  the  responsibility  of  the  PSRO  staff.  Normally, 
these  will  be  verified  by  data  processing. 

13.  Your  training  program  should  include  instructions  in  the  course 
of  action  to  be  taken  whenever  there  is  a  problem  in  deciphering 
the  identification  number,  as  recorded  in  the  patient's  medical 
record . 

1A.    A  master  list  of  person  identification  number  by  patient  name 
would  be  of  very  little  value  for  number  verification  purposes. 


(T)(F) 
(T)  (F) 

(T)  (F) 


(T)(F) 
(T)  (F) 
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5.  RESIDENCE 


ITEM  INFORMATION  SHEET 
Recording 
Format: 


Description 


Data  Uses 


Source  of 
Information 


Cautionary 
Notes 


Recommenda- 
tions 


0 

8 

3 

0 

ZIP  Code 


The  U.  S,  Post  Office  ZIP  Code  describes  the  mailing  address  of  the 
patient's  residence.     It  is  used  to  designate  patient's  residence 
by  PHDDS,  part  A. 


This  item  provides  information  about  the  geographic  area  served  by 
the  hospital,  through  categorizing  patient  residence. 


Primary  Source  Document! 


Secondary  Source: 


.  Make  certain  that  the  ZIP  code  is  recorded  for  all  patients, 
including  newborns. 

.  Regardless  of  which  ZIP  code  is  to  be  reported  for  those  patients 
presenting  more  than  one  address,  check  for  recording  consistency 
with  established  local  PSRO  guidelines. 

.  Watch  for  accuracy  and  legibility  of  recording  this  numeric  item 
of  information. 


If  another  means  of  reporting  residence  is  used  in  your  PSRO, 
provision  must  be  made  for  adding  or  substituting  the  ZIP  code. 

Training  should  include  practice  in  the  use  of  the  U.S.  Post 
Office  National  ZIP  Code  Directory. 

Provide  full  instructions  for  selecting  the  ZIP  code  to  record 
when  a  patient  provides  more  than  one  address  or  when  an  address 
outside  the  U.S.  is  recorded. 


.  What  action  should  be  taken  when  the  ZIP  code  is  missing  from 
the  medical  record? 


Rules/ 
Procedures 


.  Other  rules: 
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RESIDENCE 


-NOTES- 
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5.  RESIDENCE 


QUESTIONS 

For  questions  1  through  3,  select  the  one  best  answer. 

1.  Which  of  the  following  statements  best  describes  the  reason  for 
selecting  ZIP  codes  for  designating  patient  residence? 

 A.    There  was  no  other  available  means  of  reporting  residence. 

 B.    The  ZIP  code  is  readily  available  and  accurately  pinpoints  locality. 

 C.     ZIP  codes  were  the  only  designations  that  would  allow  identification 

of  the  geographic  area  served  by  the  PSRO. 

2.  Which  of  the  following  statements  regarding  U.S.  Postal  Service  ZIP 
codes  is  correct? 

 A.    Since  ZIP  codes  are  used  so  frequently,  most  persons  will  have 

committed  them  to  memory. 

 B.    ZIP  codes,  though  time  consuming  to  reference  and  record,  provide 

more  specific  information  about  residence  area  than  any  other 
geographic  designation. 

 C.    Since  ZIP  code  listings  are  published  only  every  ten  years, 

many  new  housing  areas  are  not  included. 

3.  The  residence  item  is  important  because  it  provides  the  PSRO  with 
information; 

 A.  About  the  geographic  area  it  serves. 

 B.  Helpful  in  analyzing  the  types  of  cases  admitted. 

 C.  About  changes  in  the  composition  of  hospital-serviced  neighborhoods. 

 D.  All  of  the  above  are  correct. 


A.    What  does  PHDDS,  part  A  recommend  should  be  recorded  as  the  ZIP  code 
when  a  patient  presents  more  than  one  address? 


CO  ON  TO  PAGE  26 
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5.  RESIDENCE 
QUESTIONS  (Continued) 

For  questions  5  and  6,  cross  out  the  incorrect  choice. 

5      It  (is)  (is  not)  a  good  idea  to  train  PSRO  personnel  in  the  use  of 
the  U.S.  Post  Office  National  ZIP  Code  Directory. 

6.  The  ZIP  code  (always  is)  (may  be)  recorded  on  the  admitting  form, 
at  the  time  of  admission. 
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6.     DATE  OF  BIRTH 


Description 


Data  Uses 


Source  of 
Information 


Cautionary 
Notes 


Recommenda- 
tions 


Rules/ 
Procedures 


Recording 
Format: 


Mo 

Day 

Year 

03 

1  2L 

\91S 

Month 

Day 

Year 

u 

Month 

Day 

Year 

Over 
100 

OS 

IX. 

1  £ 

* 

The  patient's  month,  day,  and  year  of  birth  are  to  be  recorded  in 
numeric  form  with  two  digits  for  month,  two  for  day,  and  a  system  for 
year  that  allows  retrieval  of  the  century  of  birth,  that  is,  three 
or  four  digits  or  two  digits  with  a  markoff  for  over  100  years. 


This  is  one  of  the  basic  descriptors  of  a  hospital's  population, 
important  in  planning  age-related  patient  services,  analyzing 
hospital  use  patterns,  and  comparing  disease  entities  with  age 
groups. 


Primary  Source  Document: 
Secondary  Source: 


.  Stress  accuracy:     avoid  errors  in  recording  current  year  as  birth 
year,  or  date  of  admission  instead  of  date  of  birth. 

.  Be  certain  to  record  newborn's  date  of  birth,  even  though  it's 
identical  to  his  date  of  admission. 


.  When  the  record  of  the  date  of  birth  is  incomplete,  always  record 
as  much  of  the  date  as  is  known. 

.  Use  conversion  charts  for  converting  from  written  to  numeric 
recording  of  month. 

.  Establish  a  method  for  periodically  auditing  accuracy  in  recording 
birth  date  for  discharge  data  set  purposes. 


.  What  procedure  should  be  followed  if  the  patient's  date  of  birth 
is  missing  from  the  standard  source  document,  or  the  date  recorded 
is  an  incomplete  date? 


.  Other  rules: 
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6.     DATE  OF  BIRTH 


Recording  Examples 


Complete  Birth  Dates 
Date 


June  4,  1943 
October  11,  1893 
April  15,  1920 
January  3,  1872 
March  13,  1972 


Four  digits 

06  04  1943 
10  11  1893 
04  15  1920 
01  03  1872 
03  13  1972 


Recording  Format 

Three  digits 

06  04  943 
10  11  893 
04  15  920 
01  03  872 
03  13  972 


Two  digits 
with  markoff 

06  04  43 
10  11  93 
04  15  20 
01  03  72  x 
03  13  72 


Partial  Birth  Dates 


Date 


Four  digits 

"The  patient  was 
born  in  June  of  1942"      06  00  1942 

"In  1972,  the  estimated    00  00  1912 
age  of  the  patient 
was  60" 


"The  patient  was  born 
in  the  spring  of 
1875" 


00  00  1875 


Recording  Format 

Three  digits 
06  00  942 
00  00  912 

00  00  875 


Two  digits 
with  markoff 

06  00  42 

00  00  12 


00  00  75  x 


Month  Conversion  Chart 
Month  Numeric  Code 


January 

01 

February 

02 

March 

03 

April 

04 

May 

05 

June 

06 

July 

07 

August 

08 

September 

09 

October 

10 

November 

11 

December 

12 
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6.     DATE  OF  BIRTH 


QUESTIONS 

For  questions  1  through  4,  select  the  one  best  answer. 

1.    Information  on  the  age  composition  of  the  hospital's  population  is 
important  because: 

 A.    Clinical  research  has  shown  that  the  incidence  of  certain 

diseases  varies  by  age  group. 

 B.     Such  information  helps  in  planning  age-related  patient  services. 

 C.    Any  change  in  the  age  composition  has  an  impact  on  several 

variables:  for  example,  patterns  of  length  of  stay  and  sources 
of  payment. 

D.    All  of  the  above  are  correct. 


2.  Date  of  birth,  rather  than  age  in  years,  was  included  in  the  PSRO 
Hospital  Discharge  Data  Set,  part  A  because: 

 A.    Age  in  years  is  a  constant. 

 B.    Date  of  birth  is  more  precise. 

 C.    Date  of  birth  is  collected  on  all  admitting  forms. 

 D.     It  is  always  possible  to  obtain  the  complete  birth  date  of  a 

patient . 

3.  What  does  PHDDS,  part  A  recommend  if  the  current  hospital  practice  is 
to  record  only  age  in  years? 

 A.    An  immediate  change  to  recording  only  date  of  birth. 

 B.     Continuation  of  practice  of  recording  only  age  in  years. 

 C.    Add  date  of  birth  to  the  list  of  items  recorded  at  time  of 

admission. 

 D.     PHDDS,  part  A  makes  no  recommendation  since  most  hospitals  already 

record  both  age  and  date  of  birth. 
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6.     DATE  OF  BIRTH 


QUESTIONS  (Continued) 

A.    What  does  PHDDS,  part  A  recommend  in  those  situations  when  the  birth 
date  on  record  is  incomplete,  or  only  an  estimated  age  is  available? 

 A.    To  avoid  confusion,  only  complete  birth  dates  should  be  recorded. 

Incomplete  entries  should  never  be  made. 

 B.    Always  record  as  much  of  the  birth  date  as  is  known,  converting 

estimated  ages  to  birth  years. 

 C.    Record  only  the  information  on  birth  dates  that  appears  on  the 

admitting  form.  If  no  date  of  birth  or  age  is  recorded  on  this 
document,  the  item  should  be  left  blank  on  all  other  documents. 

 D.    PHDDS,  part  A  makes  no  recommendation  regarding  these  instances 

because  they  are  so  rare. 

*  *  * 


Each  of  questions  5  through  8  consists  of  a  statement  that  you  are  to  read, 
then  determine  whether  it  is  TRUE  (T)  or  FALSE  (F) .    Circle  the  letter 
corresponding  to  your  choice. 

t 

5.  One  very  common  error  in  recording  birth  date  is  to  record  the 
current  year  rather  than  the  year  of  birth.  (T) (F) 

6.  Errors  resulting  from  inattention,  such  as  recording  the  admission 

date  instead  of  the  birth  date,  are  very  easy  to  prevent.  (T) (F) 

7.  Since  the  newborn's  date  of  birth  is  the  same  as  the  date  of 
admission  to  the  hospital,  this  information  need  be  recorded 

only  once.  (T) (F) 

8.  Although  the  patient's  age,  or  an  estimate  thereof,  appears  in 
the  physician's  report  of  the  patient's  physical  examination, 
this  source  cannot  be  referenced  when  information  on  age  is 

missing  from  the  admitting  form.  (T) (F) 

For  the  remaining  questions  in  this  section,  you  are  to  use  the  recording 
format  recommended  for  the  PSRO  Hospital  Discharge  Data  Set,  part  A,  to 
show  how  each  of  the  following  records  of  patient  date  of  birth  would  be 
recorded.     Record  the  birth  date  on  the  line  opposite  each  description. 

9.  Date  of  Birth:    June  12,  0.898   

10.     Patient  born  8/18/71 


11.    As  of  June  1972,  the  estimated  age  of  the  patient  is  70. 


GO  ON  TO  PAGE  31 
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6.     DATE  OF  BIRTH 


QUESTIONS  (Continued) 

12.  Patient  was  born  sometime  in  September  of  '30. 

13.  Newborn:    delivered  11/25/71   


14.    Patient  was  born  in  fall  of  1874 


(Rev.  10/75) 


-31- 


-NOTES- 


-32- 


ITEM  INFORMATION  SHEET 

Recording    ✓  Male 
Format:  Female 


OR 


X]  Male 

Female 


OR 


7.  SEX 


Male-1 


SEX  |   /    |  Female-2 


Description 


Data  Uses 


Source  of 
Information 


Cautionary 
Notes 


Recommenda- 
tions 


Rules/ 
Procedures 


Sex  is  to  be  recorded  as  Male  or  Female. 


This  item,  as  one  of  the  basic  descriptors  of  the  hospital's 
population,  can  provide  meaningful  input  for  disease  prevention, 
treatment,  and  cure. 


Primary  Source  Document: 


Secondary  Source: 


.  Checks  for  accuracy  and  legibility  of  recording  should  be  instituted. 

.  Watch  for  "inattention"  errors  that  may  result  from  the  routine 
nature  of  this  entry. 


.  Whenever  possible,  abstract  forms  should  be  designed  so  that 
method  of  recording  is  used  consistently.     For  example,  if  male 
is  coded  as  1  on  the  admitting  form,  it  should  not  be  coded  as 
2^  elsewhere. 

.  Prepare  a  list  of  abbreviations,  symbols,  and  terms  used  to  record 
male  and  female  in  the  medical  records. 

.  Cases  regarding  conditions  of  indeterminant  sex  can  be  retrieved 
from  discharge  data  diagnoses  code.     See  ICDA-8  code  752.0  or 
H-ICDA-2  code  758.5. 


.  What  procedure  will  be  followed  in  those  instances  in  which  your 
PSRO  would  have  preferred  to  use  an  indeterminant  sex  identity? 

.  What  procedure  should  be  followed  if  the  sex  identity  is  not 
clearly  legible  on  the  source  document (s)? 

.  Other  rules: 
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7.  SEX 


QUESTIONS 

Read  each  of  the  following  statements  and  decide  whether  or  not  it  is 
consistent  with  the  recommendations  for  this  PHDDS ,  part  A  item.     Check  (✓) 
each  statement  that  represents  an  accurate  statement  of  PHDDS,  part  A. 

 1.    Sex  is  to  be  recprded  as  male  or  female. 

2.    All  cases  of  indeterminant  sex  should  be  reported  as  male. 

 3.    Your  hospital  may  elect  to  keep  a  separate  record  of  all  cases 

in  which  an  indeterminant  category  would  have  been  preferred. 

 4.    To  the  extent  possible,  uniform  codes  for  recording  sex  should  be 

used  throughout  the  PSRO. 

 5.     Because  of  the  routine  nature  of  this  item,  auditing  of  recording 

is  not  necessary. 


6.     In  most  cases,  personnel  could  be  referred  to  the  physician's 
physical  examination  report  when  there  is  uncertainty  regarding 
the  correct  sex  identity. 
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ITEM  INFORMATION  SHEET 

Recording  White 

Format:   Black 

Other 


OR 


W 

B 
0 


8.  RACE 


OR  RACE    3  Code: 


White-1 
Black-2 
Other-3 


Description 


Data  Uses 


Source  of 
Information 


Cautionary 
Notes 


Recommenda- 
tions 


Rules/ 
Procedures 


Accepted  classification  of  U.S.  Bureau  of  Census  is  to  be  used. 

The  categories  to  be  used  are  White,  Black,  and  Other  for  uniformity 

and  comparability  with  characteristics  of  the  population. 


This  item  provides  data  needed  to  examine  disease  and  utilization 
patterns  of  inpatients  and  serves  as  a  characteristic  common  to 
all  hospital  inpatient  populations. 


Primary  Source  Document: 


Secondary  Source: 


If  supplementary  categories  are  used  to  indicate  nationality  or 
ethnic  groups,  make  certain  that  they  can  be  regrouped  into  the 
White,  Black,  and  Other  categories  for  PHDDS,  part  A. 

If  codes  are  used  to  identify  racial  categories,  check  for  ac- 
curacy in  abstracting  and  recording  these  codes. 

Make  certain  the  abstractors  can  differentiate  between  race  and 
national  or  ethnic  groups. 


.  Personnel  should  understand  that  race  represents  essentially  a 
self-classification  according  to  the  race  with  which  the  patient 
identifies  himself. 

.  Practice  should  be  given  in  locating  items  on  race  as  recorded 
in  the  medical  record  by  the  physician,  the  admitting  personnel, 
and  other  members  of  the  health  team. 

.  If  the  hospital  PSRO  uses  a  supplementary  categorization,  provide 
your  staff  with  charts  for  converting  these  categories  to  White, 
Black,  and  Other. 


.  What  procedure  should  be  followed  when  a  patient's  race  does  not 
appear  on  the  primary  source  document? 


Other  rules: 
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8.  RACE 


Clnssif icatlon  Criteria 

1.  The  concept  of  race  as  used  by  the  U.S.  Census  Bureau  docs  not 
denote  clear-cut  scientific  definitions  of  biological  stock. 
Rather,  it  reflects  self-identification  by  respondents. 

2.  For  persons  of  mixed  parentage  who  are  in  doubt  of  their  classifi- 
cation, the  race  of  the  father  is  used. 

3.  Classification  reminders: 

White  includes:    Mexican  who  does  not  identify  himself  as  American 

Indian 

Puerto  Rican  who  does  not  identify  himself  as 

Black 
Indo-European  stock 

Black  includes:  persons  who  indicate  their  race  as  Negro,  as  well  as 
persons  who  do  not  classify  themselves  as  White  or 
Black  but  indicate  Jamaican,  Trinidadian,  West  Indian, 
Ethiopian,  or  Angolian. 

Other  consists  of:     American  Indian  (Sioux,  Chippewa,  Seminole,  and 

so  forth),  Japanese,  Chinese,  Filipino,  Korean, 
Eskimo,  Aleut,  Malayan,  Polynesian,  and  Thai. 

GO  ON  TO  PAGE  37 
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8.  RACE 


Training  Suggestions 

1.  Should  the  hospital  or  PSRO  desire  it,  the  distinction  of  racial 
groups  such  as  Oriential  or  American  Indian  may  be  accomplished  by 
assigning  additional  code  numbers.     However,  for  PHDDS,  part  A, 
such  data  must  be  regrouped  into  the  categories  of  White,  Black,  and 
Other. 

2.  Should  one  hospital  or  PSRO  desire  information  on  nationality  or  ethnic 
background  of  inpatients,  it  is  recommended  that  this  be  recorded 
separately  from  race.     Nationality — for  example,  "Italian-American" 

or  "Swedish" — refers  to  the  place  of  birth  or  ancestry.    The  terra  "Jew" 
refers  to  an  ethnic  group  and  does  not  identify  place  of  birth.  Place 
of  birth,  ancestry,  and  ethnic  terms  are  not  necessarily  indicators 
of  race. 

3.  Using  the  classification  criteria  listed  above  aid  racial  patterns  of 
inpatients,  develop  a  list  for  hospital  personnel  to  use  in  converting 
national  and  ethnic  groups  to  the  categories  of  White,  Black,  and  Other. 

A.    Your  trainees  should  have  practice  in  analyzing  the  physician's  patient 
physical  examination  reports.     Provide  a  sample  of  these  reports  from 
various  physicians,  deal  with  a  variety  of  patients,  and  show  the 
physicians'  own  recording  styles.    Ask  trainees  to  direct  their 
attention  to  the  single  item  sought,     in  this  case  RACE.     You  may  set 
the  stage  by  giving  them  some  examples  with  the  item  clearly  marked. 
For  example: 

"This  is  a  46-year-old,  well-developed,  well-nourished, 
white  female." 

OR 

"a  46  yr.,  w/d,  w/n,  W,  F" 

The  trainees  would  then  record  the  appropriate  race  for  each  description, 
soon  without  the  benefit  of  a  premarked  item.    You  should  monitor*  their 
progress  and  check  to  make  certain  that  each  trainee  is  able  to  locate 
the  information  in  a  wide  variety  of  samples. 


*  See  Glossary 
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8.  RACE 


QUESTIONS 

Read  each  statement  given  below  and  decide  whether  it  is  TRUE  (T)  or 
FALSE  (F).     Circle  the  letter  corresponding  to  the  answer  of  your  choice. 

1.  Age,  sex,  and  race  are  the  three  basic  demographic  characteristics 

of  hospital  inpatients.  (T) (F) 

2.  There  has  been  no  evidence  to  show  that  disease  incidence  varies 

by  race.  (T) (F) 

3.  For  PHDDS,  part  A  purposes,  a  patient's  race  is  to  be  recorded  as 
White,  Black,  or  Other.  (T) (F) 

4.  The  "Other"  category  is  used  for  all  the  following:  American 

Indian,  Oriental,  Eskimo,  Mexican- American,  and  Jew.  (T) (F) 

5.  Each  hospital  may  record  race,  national  origin,  or  ethnic  group 
affiliation  in  any  manner  that  suits  its  needs,  as  long  as  records 

can  be  translated  to  the  PHDDS,  part  A  Race  categories.  (T) (F) 

6.  For  PHDDS,  part  A,   (UHDDS)  purposes,  it  doesn't  matter  whether 

race  is  identified  in  racial,  ethnic,  or  national  origin  terms.      (T) (F) 

7.  If  possible,  race  should  be  identified  on  the  admitting  form.  (T) (F) 

8.  Since  physicians  are  very  similar  in  the  manner  of  recording 

a  patient's  physical  examination  report,  little  if  any  practice 

in  interpreting  these  reports  is  needed.  (T) (F) 
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ITEM  INFORMATION  SHEET 
Recording 
Format : 


Mo 

Day 

Yr 

Hr 

/o 

7^ 

9.     DATE  OF  ADMISSION 


(Feb.  10,  1972  -  12:00  noon) 


Description 


Data  Uses 


Source  of 
Information 


Cautionary 
Notes 


Recommenda- 
tions 


Rules/ 
Procedures 


The  admission  date  includes  the  month,  day,  year,  and  hour  (00-23) 
of  admission.     Recording  is  to  be  completely  numeric,  with  two 
digits  for  each  component. 


This  item  is  needed  to  determine  all  factors  related  to  elements  of 
duration:  for  determining  length  of  stay,  for  pinpointing  adminis- 
trative delays,  and  for  establishing  norms  of  stay  for  reimbursement 
purposes. 


Primary  Source  Document 


Secondary  Source: 


Make  certain  that  the  date  recorded  as  the  admission  date  represents 
the  initial  date  of  entry  to  the  hospital  for  that  episode. 

At  the  beginning  of  each  new  year,  check  for  errors  resulting  from 
continued  recording  of  the  previous  year.  (Similar  caution  should 
be  exercised  at  the  beginning  of  each  month.) 

Watch  admission  hour  entries  and  distinguish  between  a.m.  and  p.m. 
hours.    Make  sure  conversion  chart  is  used,  and  spot  check  for 
errors. 


Hour  of  admission  is  to  be  recorded  by  24-hour  clock  (military 
time)  with  no  indication  of  minutes.     Record  the  hour  just 
completed. 

Consideration  should  be  given  to  medical  record  forms  design  that 
will  include  admission  hour  as  an  integral  element. 


What  action  should  be  taken  in  the  event  that  the  complete  admission 
date,  including  hour,  is  not  recorded  in  the  standard  source 
document  form? 


Other  rules; 
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9.     DATE  OF  ADMISSION 


HOUR  OF  ADMISSION  -  CONVERSION  CHART 


Hour 

Code 

Hour 

Code 

Midnight 

to 

12:59 

a.m. 

• 

• 

00 

Noon 

to 

12:59 

p.m. 

a 

.  12 

1  a.m. 

to 

1:59 

a.m. 

• 

• 

01 

1  p.m. 

to 

1:59 

p.m. 

. 

.  13 

2  a.m. 

to 

2:59 

a.m. 

■ 

• 

02 

2  p.m. 

to 

2:59 

p  .m. 

,  14 

3  a.m. 

to 

3:59 

a.m. 

• 

• 

03 

3  p.m. 

to 

3:59 

p.m. 

.  15 

4  a.m. 

to 

4:59 

a.m. 

• 

• 

04 

4  p.m. 

to 

4:59 

p.m. 

.  16 

5  a.m. 

to 

5:59 

a  •  id* 

• 

• 

05 

5  p.m. 

to 

5:59 

p.m. 

• 

.  17 

6  a.m. 

to 

6:59 

a.m. 

• 

06 

6  p.m. 

to 

6:59 

p.m. 

• 

.  18 

7  a.m. 

to 

7:59 

a.m. 

• 

• 

07 

7  p.m. 

to 

7:59 

p  .m. 

• 

.  19 

8  a.m. 

to 

8:59 

a.m. 

• 

• 

08 

8  p.m. 

to 

8:59 

p.m. 

• 

.  20 

9  a.m. 

to 

9:59 

a.m. 

• 

• 

o? 

9  p.m. 

to 

9:59 

p.m. 

• 

.  21 

10  a.m. 

to 

10:59 

a.m. 

• 

• 

10 

10  p.m. 

to 

10:59 

p.m. 

.  22 

11  a.m. 

to 

11:59 

a.m. 

• 

• 

11 

11  p.m. 

to 

11:59 

p.m. 

.  23 

Admission  Time  -  Recording  Examples 

UHDDS  Recording  Format 


Admission  Time 

Month 

Day 

Year 

Hour 

April  8,  1972  at  4:30  p.m. 

04 

08 

72 

16 

November  30,  1971  at  12:30  a.m. 

11 

30 

71 

00 

February  14,  1970  at  10:15  a.m. 

02 

14 

70 

10 

August  21,  1971  at  3:02  a.m. 

08 

21 

71 

03 

September  1,  1969  at  11:30  p.m.  , 

09 

01 

69 

23 

I 
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9.     DATE  OF  ADMISSION 
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9.     DATE  OF  ADMISSION 


QUESTIONS 

For  each  of  questions  1  through  4,  select  the  one  best  answer. 

1.    The  admission  date  is  an  important  item  in  the  Discharge  Data  Set  in 
that  it:  1 

 A.     Is  necessary  for  determining  length  of  stay. 

 B.    Assists  in  pinpointing  administrative  delays. 


_C.    Helps  to  establish  norms  of  stay  for  quality  assurance  program 
development.  1 

D.    All  of  the  above  are  correct. 


E.    None  of  the  above  is  correct. 


2.  Which  statement  correctly  describes  the  manner  in  which  date  of 
admission  is  to  be  recorded? 

 A.    Month,  day,  and  year,  in  numeric  code  with  two  digits  for  each 

item. 

 B.    Month,  day,  y^ar,  and  hour  in  numeric  code  with  two  digits  for 

each  item. 

 C.    Month,  day,  year,  and  hour  in  any  manner  consistent  with  current 

hospital  policy. 

 D.    Month,  day,  year,  and  hour,  in  numeric  code  with  two  digits  for 

month  and  day;  four  digits  for  year,  and  a.m.,  p.m.  notation  for 
hour. 

3.  Other  than  serving  as  a  base  for  elements  related  to  hospital  duration, 
the  date  of  admission: 

 A.    Has  very  little  practical  use. 


_B.     Is  helpful  only  in  terms  of  analyzing  the  day-of-the-week 
patterns  of  admission. 

_C.    Can  provide  information  regarding  more  efficient  hospital 
practices,  especially  when  viewed  in  relationship  to  the 
availability  of  hospital  services. 

_D.     Could  provide  information  useful  for  planning  various  hospital 
services,  but  is  seldom,  if  every,  analyzed  and  put  to  practical 
use. 
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9.     DATE  OF  ADMISSION 


1 


QUESTIONS  (Continued)  , 

4.     For  PHDDS,  part  A  purposes,  the  admission  hour  should  be  recorded: 

 A.     Only  if  the  PSRO  chooses,  as  it  is  not  required  and  no  format 

for  recording  has  been  specified. 

 B.    For  all  inpatient  admissions  in  any  style  currently  used  by  the 

hospital. 

 C.     For  all  inpatient  admissions,  in  a.m.  and  p.m.  notation,  showing 

both  hours  and  minutes. 

 D.    For  all  admissions,  in  military  designation,  with  only  hours 

shown. 


Decide  whether  each  of  statements  5  through  8  is  consistent  with  PHDDS, 
part  A  recommendations.     If  it  is,  place  a  checkmark  («/)  on  the  line 
preceding  it. 

 5.     If  possible,  consideration  should  be  given  to  designing  forms 

that  would  accommodate  admission  hour  recorded  in  military  time. 

 6.    Personnel  must  be  trained  to  distinguish  the  admitting  date  from 

all  other  dates  within  the  patient's  medical  record. 

 7.    Although  military  time  conversion  charts  may  be  used  in  training, 

it  is  not  recommended  that  they  be  used  by  PSRO  personnel  on  the 
job.  , 

 8.     It  is  important  to  stress  accuracy  of  recording  admission  date, 

both  because  of  the  erroneous  data  that  could  result  from  in- 
accuracies and  the  time  it  requires  to  ascertain  the  correct 
information. 

Each  of  questions  9  through  14  consists  of  an  admission  date  notation  that 
might  appear  on  a  hospital  document.     On  the  line  following  each  date, 
use  the  part  A  notation  to  show  how  it  would  be  recorded. 

9.     5/17/71  at  3:25  p.m.   

10.  Sept.  29,  1972;  4:40  a.m.   

11.  Dec.  1,  1968  -  midnight   

12.  2/20/70;  11:30  a.m.  

13.  Aug.  22,  1969.  7:50  (evening)   

14.  10/10/1970  -  11:35  p.m.  
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ITEM  INFORMATION  SHEET 
Recording 
Format : 


10.     DATE  OF  DISCHARGE 


Description 


Data  Uses 


Source  of 
Information 


itionary 
Notes 


Recommenda- 
tions 


Rules/ 
Procedures 


Mo 

Day 

Yr 

<2. 

2  v 

(Dec.  24,  1972) 


The  discharge  date  includes  the  month,  the  day,  and  the  year  of 
discharge.     Recording  is  to  be  completely  numeric,  with  two  digits 
for  each  element. 


This  item  provides  Information  for  determining  length  of  stay  in 
short-term  facilities.     Analysis  of  discharge  patterns  can  be  a 
valuable  planning  input. 


Primary  Source  Document: 
Secondary  Source: 


.  Make  certain  that  the  date  recorded  as  date  of  discharge  Is  the 
date  signifying  the  end  of  acute  inpatient  confinement.     If  there 
is  a  skilled  nursing  facility  (SNF) ,  include  procedures  for 
separate  reporting  of  date  of  discharge  from  such  a  facility. 

.  At  the  beginning  of  each  year,  check  for  errors  resulting  from 
continued  recording  of  the  previous  year.     (The  same  is  true  for 
the  beginning  of  months.) 

.  A  stillbirth  is  neither  an  admission  to  nor  a  discharge  from  the 
hospital. 


Because  the  PSRO  Hospital  Discharge  Data  Set,  part  A  specifies 
only  one  general  category,  discharges,  checks  should  be  instituted 
to  make  certain  that  deaths  are  included  within  that  category. 

Consult  the  medical  record  department  or  hospital  procedure  for  a 
uniform  recording  of  the  discharge  date  in  the  medical  record. 


.  What  is  your  PSRO  s  policy  regarding  leaves  of  absence  (as 
related  to  date  of  discharge)? 

.  What  procedure  should  be  followed  if  there  is  uncertainty  as  to 
the  correct  discharge  date? 

.  Other  rules: 


•  1  
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10.     DATE  OF  DISCHARGE 


DISCHARGE  DATE 


Recording  Examples 

Discharge  Date 

Discharged  8/15/71 

Discharged  January  2,  1972 

Died  April  12,  1970 

Left  hospital  against  medical 
advice  11/14/69 


Patient  eloped  from  hospital  following 
trip  to  x-ray  department  on  6/9/72 

Transferred  to  Hollow  Hill  Nursing 
Home  on  January  15,  1972 

Discharged  on  July  2,  1968,  to  be 
admitted  to  Mt.  Holly  Hospital  on 
July  4,  1968 


-NOTES- 


10.     DATE  OF  DISCHARCE 


QUESTIONS 

Read  each  of  the  statements  given  as  questions  1  through  8  and  decide 
whether,  as  given,  it  is  TRUE  (T)  or  FALSE  (F) .     Mark  the  letter 
corresponding  to  the  answer  you  choose. 

1.  Other  than  its  ute  for  factors  related  to  length  of  stay, 
there  is  little  practical  value  in  information  related  to 

date  of  discharge.  (T) (F) 

2.  For  PHDDS,  part  A  purposes,  deaths  should  be  classified 

with  all  other  discharges.  (T) (F) 

3.  For  PHDDS,  part  A  purposes,  the  discharge  date  may  be 
recorded  in  any  manner  consistent  with  current  hospital 
procedures.  (T) (F) 

4.  The  date  to  be  recorded  as  the  discharge  date  is  the  date 
signifying  the  end  of  inpatient  confinement  (in  short-term 

care  unit) .  (T) (F) 

5.  A  transfer  from  an  acute  care  inpatient  unit  to  a  skilled 

nursing  facility  is  considered  a  discharge.  (T) (F) 

6.  A  transfer  between  nursing  floors  or  clinical  services 

during  hospitalization  is  considered  a  discharge.  (T)(F) 

7.  The  date  on  which  a  patient  is  discharged  from  a  skilled 
nursing  facility,  whether  or  not  it  is  hospital-based, 

is  to  be  included  in  the  PHDDS.  (T) (F) 

8.  If  a  patient  has  not  returned  from  a  hospital-approved 
leave  of  absence,  he  is  considered  discharged,  but  the 

date  of  discharge  deoends  upon  individual  hospital  policy.  (T) (F) 

Questions  9  through  13  consist  of  discharge  date  notations  that  might 
appear  in  a  patient's  medical  record.     On  the  line  beside  each  notation, 
record  the  date  in  accordance  with  PHDDS  specifications. 

9.  The  patient  was  discharged  to  his  home  on  A/5/71   


10.  Infant  and  mother  discharged  to  home  August  12,  1972 

11.  Patient  died  2/12/69   


GO  ON  TO  PAGE  50 
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10.  DATE  OF  DISCHARGE 
QUESTIONS  (Continued) 

12.  Patient  transferred  from  emergency  room  to  surgical  f 
on  8/12/65  with  transfer  to  Denver  VA  Hospital 
8/20/65  

13.  Patient  eloped  on  Sept.  9,  1970;  discovered  missing 
at  3:00  p.m.  ,  _ 
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Description 


Data  Uses 


Source  of 
Information 


C 

^N 


autionary 
otes 


Recommenda- 
tions 


Rules/ 
Procedures 


Medical  Staff  Number 


11.     PHYSICIAN  IDENTIFICATION 

ITEM  INFORMATION  SHEET 

Recording  Social  Security  Number 

Format : 

306-12-4154  attending  physician  216 
306-12-4154    physician  performing  216 


The  attending  physician  and  the  physician  performing  the  principal 
procedure  are  to  be  identified  by  his/her  social  security  number  and/or 
unique  medical  staff  number.     Separate  numbers  are  to  be  used  for  each 
physician  member  of  a  group  practice. 


These  numbers  are  used  to  identify  the  impact  of  medical  staff  members 
on  hospital  utilization  and  special  services  of  the  hospital.  The 
medical  staff  number  is  a  necessary  item  for  the  hospital's  quality 
assurance  program,*  and  the  social  security  number  is  necessary  for 
physician  linkage  at  the  PSRO  level. 


Primary  Source  Document; 


Secondary  Source: 


If  the  physician  who  performed  the  principal  procedure  was  also  the 
attending  physician,  make  certain  his/her  identification  number  is 
recorded  in  both  places  on  an  abstract  form. 

If  the  medical  record  identifies  an  admitting  physician,  clearly 
differentiate  between  the  admitting  physician  and  the  attending 
physician. 

Indicate  cases  in  which  no  procedure  was  performed,  and  therefore 
only  an  attending  physician  is  identified. 


.  Develop  a  listing  of  physician  names  with  corresponding  social 
security  numbers  and/or'  medical  staff  numbers. 

.  Develop  guidelines  for  recording  physician  primarily  responsible 
for  patient  care  if  the  patient  does  not  have  a  private  physician. 

.  Develop  guidelines  for  determining  identity  of  the  physician  perform- 
ing principal  procedure. 

.  Develop  procedures  that  clearly  identify  the  attending  physician  and 
the  physician  performing  the  principal  procedure  from  other 
physicians  who  have  made  entries  In  the  medical  record. 

.  Update  physician  numbers  regularly  to  reflect  changes  in  medical 
staff  membership. 


How  are  physician  identification  numbers  obtained? 

What  action  should  be  taken  if  there  is  a  question  of  who  is  to  be 

listed  as  attending  physician  or  physician  performing  principal 

procedure? 

Under  what  condition(s)  will  a  resident  physician  be  identified  as 
attending  physician  or  physician  performing  principal  procedure? 
What  are  the  rules  regarding  confidentiality  of  physician 
identification  numbers? 
Other  rules: 


*  See  Glossary  ' 
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11.     PHYSICIAN  IDENTIFICATION 


Suggestions  (continued) 

4.  The  medical  record  will  contain  special  reports  or  entries  of  pro- 
cedures not  performed  in  the  surgical  suite,  such  as  biopsies,  endoscopies, 
or  tractions.     Personnel  should  be  instructed: 

how  these  entries  are  made. 

how  to  identify  these  procedures. 

where  they  can  be  located  in  the  medical  record. 

how  such  reports  identify  the  physician  performing  the  principal 

procedure. 

5.  If  the  primary  source  document  contains  the  names  of  the  referring  or 
family  physician  in  addition  to  attending  physician,  define  these 
terms  and  tell  trainees  how  these  can  be  differentiated. 

6.  Personnel  should  understand  the  medical  staff  numbering  system.  It 
may  use  numbers  already  used  by  another  agency  (narcotic  licensing 
number,  state  registry  number,  Blue  Shield  code,  or  Medicare  provider 
number).     The  system  may  be  designed  to  give  additional  information. 
For  instance,  the  number  assigned  to  a  physician  may  be  coded  to 
describe  his/her  staff  privileges. 

NOW,  RESTART  THE  TAPE 
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11.  PHYSICIAN  IDENTIFICATION 


QUESTIONS 


1.     In  the  space  provided  below,  write  the  PHDDS  definition  of  attending 

physician. 


2.     PHDDS,  part  A  requires  that,  along  with  the  attending  physician,  one 
other  physician  be  identified.     This  is  the   


*  *  * 

For  each  of  questions  3  through  6,  read  the  description  and  decide  who  would 
be  recorded  as  the  attending  physician  or  the  physician  performing  the 
principal  procedure.     Write  the  name  of  that  physician  on  the  line  follow- 
ing each  description. 

3.    Dr.  Brown  referred  his  private  office  patient  co  the  hospital.  After 
the  initial  work-up  (history,  physical  examination,  routine  laboratory 
and  x-ray  tests),  he  transferred  the  patient  to  a  cardiologist,  Dr. 
Jones . 

The  attending  physician  is   

A.    The  patient  was  referred  to  the  hospital  for  admission  by  the  medical 
clinic.     Dr.  Emory,  on  medical  service,  supervised  the  work-up  of  the 
patient.     Three  days  later,  Dr.  Emory  transferred  the  patient  to  the 
neurosurgical  service,  where  the  patient  was  treated  under  the  super- 
vision of  Dr.  Bace  for  a  total  of  13  days. 

The  attending  physician  is   

5.  Dr.  Smith  referred  his  private  patient  to  Dr.  Hoctor  for  consultation. 
Dr.  Hoctor  arranged  for  the  patient  to  be  admitted  to  the  hospital 
for  special  diagnostic  work-up.     Dr.  Hoctor  ordered  the  tests  and 
recorded  his  findings  and  diagnoses,  although  Dr.  Smith  visited  the 
hospitalized  patient. 

The  attending  physician  is   

6.  Dr.  Rooney,  third-year  resident  in  ophthalmology,  performed  cataract 
extraction,  assisted  by  Dr.  Wren  who  is  Chief  of  Ophthalmology  services. 

The  physician  performing  the  principal  procedure  is   
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11.     PHYSICIAN  IDENTIFICATION 
QUESTIONS  (Continued) 

Read  each  of  statements  7  through  10  and  decide  whether  or  not  It  is 
consistent  with  PHDDS,  part  A  recommendations  regarding  physician 
identification.     Indicate  statements  that  are  consistent  by  placing  a 
check  mark  (»/)  on  the  line  preceding  each  statement. 

 7.    For  purposes  of  physician  identification,  each  physician  who  is 

a  member  of  the  medical  staff  must  have  a  unique  number,  to 
distinguish  him  from  all  other  physicians  within  the  hospital. 

 8.    Each  hospital  must  use  either  the  narcotic  license  numbers  or 

state  registry  numbers  for  purposes  of  physician  identification. 

 9.     If  the  attending  physician  also  performed  the  principal  procedure, 

only  one  numerical  entry  need  be  made  for  PHDDS,  part  A  purposes. 

 10.  If  no  procedure  was  performed,  only  the  attending  physician's 

number  need  be  recorded  for  PHDDS,  part  A  purposes. 

*  *  * 

For  questions  11  and  12,  select  the  one  best  answer,  and  mark  (»/)  the 
answer  of  your  choice. 

11.    What  does  PHDDS  recommend  in  the  case  of  physicians  who  are  members 
of  a  group  practice? 

 A.    That  only  one  number  be  assigned  for  use  by  all  members  of  the 

group . 

 B.    That  one  number  be  assigned  to  each  member  of  the  group. 

C.    That  no  numbers  be  assigned  to  any  members  individually  or  to 
the  group  as  a  whole. 

 D.     That  the  individual  hospital,  depending  on  its  needs,  may  elect 

to  assign  one  number  to  the  group  or  individual  numbers  to  each 
member. 
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11.     PHYSICIAN  IDENTIFICATION 


QUESTIONS  (Continued) 

12.    What  does  PHDDS,  part  A  recommend  when  the  name  of  an  admitting 
physician*  also  appears  in  the  medical  record? 

A.     That  only  the  attending  physician  be  recorded  in  the  data  set. 


B.     That  only  the  admitting  physician  be  recorded  in  the  data  set. 


C.    That  both  the  admitting  and  attending  physician  be  recorded  in 
the  data  set. 

_D.    That  either  the  admitting  or  attending  physician  be  recorded  in 
the  data  set. 


*  See  Glossary 
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12.  DIAGNOSIS 


ITEM  INFORMATION  SHEET 

Recording  Principal: 
Format:  Other: 


Description 


Data  Uses 


Source  of 
Information 


Cautionary 
Notes 


Recommenda- 
tions 


Rules/ 
Procedures 


Phlebitis,  right  thigh 
Varicosities,  right  leg;  small 
ventral  hernia 


All  diagnoses  that  affect  the  current  hospital  stay  are  to  be  re- 
ported, with  specific  designation  of  the  principal  diagnosis.  A 
disease  classification  system  code  is  the  method  of  recording. 
Diagnoses  that  relate  to  earlier  episodes  that  have  no  bearing  on 
the  current  hospital  stay  are  to  be  excluded. 


Clear  identification  of  diagnosis  is  critical  to  the  definition  and 
solution  of  health  care  problems,  and  to  the  evaluation  of  health 
care  needs. 


Primary  Source  Document: 


Secondary  Source: 


Be  sure  the  principal  diagnosis  is  designated  for  separate  identifi- 
cation from  all  other  coexisting  or  subsequently  developed  conditions, 
Differentiate  and  exclude  prior  diagnoses  that  are  not  relevant  to 
the  current  episode  of  illness. 

Be  sure  that  the  trainees  have  had  ample  practice  in  identifying 
principal  diagnosis  and  in  the  coding  or  recording  of  relevant 
diagnosis. 

Although  x-ray  reports  may  be  used  to  obtain  a  more  specific 
description  of  location,  such  as  a  fracture  site,  the  diagnostic 
impression  stated  on  the  x-ray  report  does  not  replace  or  change 
the  attending  physician's  statement  of  diagnosis. 


Review  the  recording  patterns  of  your  medical  staff  to  identify  any 
recording  problems.     This  should  guarantee  that  medical  interpreta- 
tions are  made  only  by  the  persons  most  capable  of  making  them. 
Consider  the  possibility  of  designing  a  discharge  summary  outline 
that  will  include  discharge  data  items. 

Develop  and/or  obtain  the  necessary  coding  exercises  for  the 
inservice  training  program. 

PSRO  personnel  should  be  trained  in  the  appropriate  use  of  other 
reports,  such  as  x-ray,  pathology,  and  consultation  notes,  to  obtain 
more  information  than  may  be  recorded  by  the  attending  physician. 
However,  these  reports  do  not  supersede  the  attending  physician's 
statement  of  diagnosis. 

PSRO  personnel  should  be  trained  in  the  common  abbreviations  used 
by  physicians  in  recording  diagnoses.     The  hospital  medical  record 
department  should  be  consulted  about  such  abbreviations. 


What  is  the  correct  procedure  tor  PSRO  personnel  to  follow  in  the 

event  of  incomplete  or  missing  diagnostic  information? 

What  In  the  correct  procedure  for  PSRO  personnel  to  follow  when  a 

diagnostic  statement  cannot  be  read  because  of  either  illegible 

writing  or  the  use  of  abbreviations. 

Other  rules: 
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12.  DIAGNOSES 


DIAGNOSIS  VS.  HISTORICAL  STATEMENT 

For  PHDDS,  part  A  purposes,  a  distinction  must  be  made  between  statements  of 
past  conditions  or  treatments  that  serve  as  reminders  to  the  overall  patient 
care  management  and  diagnoses  that  affect  the  current  hospital  stay  and 
patient  care  management.     Each  physician  is  responsible  for  making  this 
distinction  when  recording  diagnostic  information. 

As  a  rule  of  thumb,  when  the  physician  does  not  qualify  a  statement  on 
postoperative  status,  he  has  recorded  the  statement  as  a  reminder  to  him- 
self and  others  who  are  involved  in  the  continuing  care  of  the  patient. 
Statements  like  the  following  are  made  to  provide  a  quick  recapitulation  of 
the  patient's  medical  history  and  unless  further  qualified,  would  not 
indicate  conditions  affecting  the  current  stay: 

"old  healed  fracture  found  on  x-ray  examination" 

"post-hysterectomy  status" 

"two  years  post-cholecystectomy" 

"pneumonia  3  years  ago" 

"healed  peptic  ulcer" 

The  following  statements  have  been  qualified  to  indicate  existing  conditions; 
therefore,  they  reflect  diagnostic  conditions  affecting  current  hospital 
stay: 

"old  fracture  of  femur  with  malunion"  (i.e.,  malunion  of  fracture  site) 
"healed  myocardial  infarction"  (i.e.,  chronic  ischemic  heart  disease 
present) 

"patient  has  a  functioning  pacemaker"  (i.e.,  a  condition  affecting 

current  patient  care  management  and  indicates  a  coexisting  diagnosis) 

"admitted  for  evaluation  of  ulcer  status  -  healed  peptic  ulcer  with 
no  evidence  of  recurrence"  (i.e.,  follow-up  examination  performed) 


DIAGNOSES  DEFINED 

All  diagnoses  that  affect  the  current  stay  are  to  be  included  in  part  A,  ti 
UHDDS,  and  the  principal  diagnosis  must  be  specifically  designated.  The 
following  definitions  are  to  be  used: 

Principal  Diagnosis:     The  condition  established  after  study  as  the 
chief  reason  for  the  patient's  admission.     PSROs  are  required  to 
report  the  ICDA-8  or  H-ICDA-2  code  for  the  principal  diagnosis. 

Other  Diagnoses:     All  conditions  that  coexist  at  admission  or  develop 
subsequently  and  that  affect  the  treatment  received  and/or  length  of 
stay.     Diagnoses  that  relate  to  an  earlier  episode  and  have  no  bearing 
on  this  hospital  stay  are  to  be  excluded. 

When  diagnoses  in  addition  to  the  principal  one  are  coded  in  ICDA-8 
or  H-ICDA-2' or  are  entered  in  a  computer  for  local  use,  report  up  to 
four  additional  diagnoses.     If  they  are  neither  coded  in  the  specified 
systems  nor  computer-entered  for  local  use,  report  only  whether 
additional  diagnoses  existed. 
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12.  DIAGNOSIS 


DIAGNOSIS  CODING  EXAMPLES  CODE 

ICDA-8  H-ICDA-2 

1.  Coronary  arteriosclerosis,  myocardial  infarction, 
cardiac  arrhythmia,  fibrillation,  and  benign  pro- 
static hypertrophy. 

Principal:    Myocardial  infarction  A10.9  410.9 

Other:  Cardiac  arrhythmia  427.9  416.9 

Coronary  arteriosclerosis  (cdding  may 

be  omitted  because  the  etiology  of  the 

myocardial  infarction  implies  coronary 

arteriosclerosis) 

Benign  prostatic  hypertrophy'  600  600 

2.  Senile  cateract,  O.D.,  with  myocardial  infarction, 
three  days  following  cataract  extraction. 

Principal:     Senile  cataract  374.9  374.2 

Other:  Myocardial  infarction  410.9  410.9 

3.  Fractured  skull,  laceration  of  brain, 

fracture  of  mandible,  laceration  of  hands,  dislocation 
of  right  knee. 

Principal:    Laceration  of  brain  803.1  803.1 

Other:  Fracture  of  skull,  fracture  of  mandible,        802.2  802.2 

dislocation  of  knee,  lacerations  of  hands      836.0  836.0 

882.0  882.0 

4.  Chronic  cholecystitis  with  cholelithiasis  and  chronic 
ischemic  heart  disease  with  previously  inserted  pace- 
maker.   Admitted  for  cholecystectomy. 

Principal:     Chronic  cholecystitis  with  cholelithiasis      574.1  574.0 

575.1 

Other:  Chronic  Ischemic  heart  disease,  presence  of  412.9  412.9 

pacemaker.  Y15.0  Y50.0 

5.  Postoperative  wound  infection  and  peritonitis  following 
surgery  performed  for  removal  of  ruptured  appendix. 

Principal:     Ruptured  appendix  540.0  540.1 

Other:  Peritonitis  998.5  998.5 

Postoperative-wound  infection 

6.  Healed  intertrochanteric  fracture  with  nail  in  place, 
left  hip.     Admitted  for  removal  of  nail. 

Principal:     Admission  for  removal  of  nail  (orthopedic      Y10.4  Y15.2 

aftercare) 
Other:  None 
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12.  DIAGNOSES 


DIAGNOSIS 


7.  Open  fracture  of  left  tibia  and  fibula. 

Principal:    Open  fracture  of  tibia  and  fibula 
Other:  None 

8.  Pulmonary  emphysema  with  chronic  bronchitis  and 
bronchiectasis.     Arteriosclerotic  heart  disease 
with  Old  myocardial  infarction.  Depressive 
reaction,  moderate. 

Principal:     Pulmonary  emphysema 
Other:  Chronic  bronchitis 

Bronchiectasis 

Arteriosclerotic  heart  disease  with 
old  myocardial  infarction 
Depressive  reaction,  moderate 


(Rev.  10/75) 


-60- 


12.  DIAGNOSES 


QUESTIONS 

For  questions  1  through  6,  select  the  one  best  answer.  Mark  the  line  in 
rront  of  the  letter  corresponding  to  your  choice. 

1.    Along  with  the  principal  diagnosis,  other  diagnoses  to  be  listed 
in  the  data  set  are: 

 A.    any  and  all  diagnostic  conditions  listed  in  the  patient's 

medical  record. 

i 

 B.    all  conditions  that  coexist  at  admission  or  develop  subsequently 

and  that  affect  the  treatment  received  and/or  length  of  stay. 

C.  only  those  diagnoses  of  conditions  at  the  time  of  admission. 

D.  only  complications  occurring  subsequent  to  admission. 


2.    The  current  diagnoses  must  be  differentiated  from  previous  conditions 
having  no  bearing  on  the  current  stay.    The  primary  responsibility 
for  this  differentiation  lies  with: 

 A.     the  physician. 

 B.    the  medical  record  administrator. 

 C.     the  abstracting  clerk. 


3.    The  PSRO  Hospital  Discharge  Data  Set,  part  A  requires  that  all  diagnoses 
affecting  current  hospitalization  be  recorded  and  that  specific 
designation  be  made  of: 

 A.    the  condition  listed  by  the  physician  at  the  time  of  the  patient's 

admission. 

 B.     complications  occurring  after  admission  that  affected  the  length 

of  stay  in  the  hospital. 

 C.     the  condition  established  after  study  as  the  chief  reason  for  the 

admission. 
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12.  DIAGNOSES 
QUESTIONS  (Continued) 

A.     In  the  classification  of  diagnoses,  the  PSRO  Hospital  Discharge  Data 
Set: 

 A.     requires  that  all  hospitals  use  the  same  coding  system. 

 B.     encourages  the  individual  hospital  to  develop  its  own  classificati 

system. 

 C.     recommends  the  use  of  ICDA-8  or  H-ICDA-2  or  another  coding  system 

that  permits  conversion  of  data  into  ICDA-8  or  H-ICDA-2. 

5.     How  does  the  hospital  benefit  from  the  use  of  a  disease  and  operative 
classification  system? 

 A.    The  use  of  such  a  system  is  fundamental  to  the  quantitative  study 

of  diagnostic  conditions  and  surgical  procedures. 

 B.     Such  systems  allow  statistical  complications  that  are  helpful  in 

answering  questions  about  groups  of  illnesses  and  injuries. 

 C.     Such  systems  provide  a  uniform  base  for  compiling  and  comparing 

hospital  morbidity  statistics. 

D.    All  of  the  above  are  correct. 


E.    None  of  the  above  is  correct. 


6.     For  PHDDS  purposes,  a  coding  system  to  classify  diagnoses  should 
provide : 

 A.     standardization  in  classifying  diagnoses. 

 B.     a  statistical  compilation  that  can  be  used  to  answer  questions 

about  groups  of  illnesses  and  injuries'. 

 C.    a  uniform  base  for  comparing  hospital  morbidity  statistics. 

i 

D.     All  of  the  above. 
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12.  DIAGNOSES 


QUESTION'S  (Continued) 

Read  each  of  the  statements  given  as  questions  7  through  10  and  decide 

whether  it  is  TRUE  (T)  or  FALSE  (F) .  Then,  circle  the  letter  corresponding 

to  your  choice. 

7.  PHDDS,  part  A  does  not  specify  a  particular  coding  system;  it 
requires  only  that  the  diagnoses  be  recorded.  (T) (F) 

8.  The  acceptable  disease  and  operative  classification  systems 

can  be  implemented  without  clerical  training.  (T) (F) 

9.  Because  of  the  great  variety  of  recording  styles  of  physicians, 
you  should  Include  some  samples,  in  their  own  styles,  for  your 
trainees  to  use  in  practice.  (T) (F) 

10.  In  the  event  of  missing  or  incomplete  diagnostic  information, 
it  is  recommended  that  one  person  in  the  medical  record  depart- 
ment be  designated  for  handling  the  problem  and  communicating 

with  members  of  the  medical  staff.  (T) (F) 

11.  In  the  space  provided  below,  write  the  PHDDS  definition  of 
principal  diagnosis. 
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13.     PROCEDURES  AND  DATES 


ITEM  INFORMATION  SHEET 

Recording  Principal: 
Format:  Other: 


Descr  ipt Ion 


Data  Uses 


Source  of 
Information 


Cautionary 
Notes 


Recommenda- 
tions 


Rules/ 
Procedures 


Splenectomy  (05  25  72) 
Thoracentesis  (05  29  72) 
Tracheotomy  (06  01  72) 


All  procedures  performed  in  operating  rooms  and  all  other  signifi- 
cant procedures  are  to  be  reported,  indicating  the  date  each  was 
performed.     When  more  than  one  procedure  is  recorded,  the  principal 
procedure  is  to  be  designated. 


This  item  reflects  the  type  and  volume  of  care  given  in  the  hospital 
and  serves  as  a  supplementary  measure  of  the  activity  of  the 
hospital  and  its  medical  staff. 


Primary  Source  Document: 


Secondary  Source: 


Record  the  date  for  each  procedure  listed,  even  if  all  dates  are 

the  same. 

Designate  the  principal  procedure. 

Use  a  marking  system  to  indicate  cases  in  which  no  procedure  was 
performed. 

Check  the  physician's  operative  report  to  ensure  that  all  pro- 
cedures are  recorded. 

Care  should  be  exercised  in  distinguishing  the.  date  the  procedure 
was  performed  from  the  dates  the  report  was  dictated  and  tran- 
scribed. 


Prepare  guides  for  personnel  to  use  in  identifying  surgical  and 
other  significant  procedures  that  can  be  performed  in  places 
other  than  the  surgical  suite  (operating  rooms). 
Review  sample  operative  report  forms  to  distinguish  proposed  from 
performed  procedures  and  identification  of  surgeons.  Instruct 
personnel  on  absence  of  anesthesia  forms  when  local  anesthesia  is 
used . 

Refer  to  the  surgical  and  related  procedure  sections  of  ICDA-8 
and  H-ICDA-2  for  guidance  on  what  procedures  are  to  be  coded  and 
how  many  codes  are  needed  to  describe  an  operation  (see  inclusion 
and  exclusion  notes). 

Review  the  present  medical  record  forms  for  needed  revisions  to 
provide  consistency,  uniformity,  and  simplicity  in  entering  data 
of  importance  to  the  discharge  data  set. 

Develop  (or  obtain)  practice  coding  exercises  for  inservice 
training  of  inexperienced  coders.* 


What  is  the  correct  procedure  in  the  event  of  incomplete  or  missing 
information  about  procedures? 

When  there  is  no  discharge  summary,  What  procedures  do  personnel 
follow  in  determining  whether  or  not  "other  significant"  pro- 
cedures were  performed? 
Other  rules: 


(Rev. 


*American  Hospital  Association,   ICDA-8  Coding  Handbook  With  Answers  (23 
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13.     PROCEDURES  AND  DATES 

PROCEDURES:     DEFINITION  AND  CRITERIA 

1.  All  procedures  performed  in  operating  rooms  (surgical  suite)  are  to  be 
reported,  indicating  the  date  each  was  performed.     In  addition  to  these 
procedures,  all  other  significant  procedures  are  to  be  recorded  indicat- 
ing the  date  each  was  performed. 

2.  a  significant  procedure  is  one  that  carries  an  operative  or  anesthetic 
risk,  or  requires  highly  trained  personnel,  special  facilities,  or 
special  equipment.     Many  of  these  procedures  are  performed  by  medical 
staff  members  who  are  not  classified  as  "surgeons."    Examples  of  such 
procedures  are: 

angiography  encephalography 

biopsies,  such  as  needle  or  closed  chest  cardiac  massage 

brush  type  exchange  transfusion 

cardiocatheterization  renal  dialysis 

chemotherapy  for  cancer  spinal  puncture 

diagnostic  endoscopy  without  electric  shock  treatment 

tissue  removal 

3.  When  more  than  one  procedure  is  recorded,  the  principal  procedure  is  to 
be  designated  with  date.     In  determining  which  of  several  procedures 
performed  is  the  principal,  the  following  criteria  may  apply: 

The  principal  procedure  is  one  performed  for  definitive  treatment 
rather  than  for  diagnostic  or  exploratory  purposes,  or  necessary 
to  take  care  of  a  complication. 

The  principal  procedure  is  that  procedure  most  related  to  the 
principal  diagnosis. 

A.    Surgical  procedure  and  surgical  operation  often  are  used  as  inter- 
changeable terms.     When  necessary  to  distinguish  these  terms,  the 
following  definitions  are  offered: 

A  surgical  procedure  is  any  single,  separate,  systematic  manipulation 
upon  or  within  the  body  that  can  be  considered  complete  in  itself.  It 
generally  is  performed  by  a  physician,  dentist,  or  other  licensed 
practitioner,  either  with  or  without  instruments.     It  is  performed  for 
the  purpose  of  restoring  disunited  or  deficient  parts,  removing  diseased 
or  injured  tissue,  extracting  foreign  matter,  assisting  in  obstetrical 
delivery,  or  aiding  in  diagnosis. 

A  surgical  operation  is  one  or  more  surgical  procedures  performed  at 
one  time  for  one  patient  via  a  common  approach  or  for  a  common  purpose. 
For  example,  a  gastrectomy  with  gastrojejunostomy  is  one  surgical 
operation.     An  inguinal  herniorrhaphy  and  removal  of  nevus  on  the  arm, 
performed  at  one  time,  are  two  surgical  operations  since  there  is  no 
common  approach  and  the  purpose  is  not  the  same.     An  endar tcroctomy 
with  saphenous  vein  patch  graft  requires  two  incisional  approaches,  but 
for  a  common  purpose,  and  is  therefore  considered  one  surgical 
operation. 
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13.     PROCEDURES  AND  DATES 


PROCEDURES  -  ANSWER  SHEET 


CODE 

ICDA-8  H-ICDA-2 


DATE 


Anal  fistula.  Diabetes  mellitus.  Sigmoidoscopy 
on  4/2/72  with  anal  fistulectomy  on  A/3/72. 


Pi  agno.'iea 
Principal : 
Other: 


Anal  fistula 
Diabetes  mellitus 


565.1 
250.9 


565.1 
250.0 


Procedures 
Principal : 
Other: 


Anal  fistulectomy 
Sigmoidoscopy 


2.    Abrasion,  right  arm.  Laceration,  left  arm. 
Closed  fracture  of  tibial  shaft,  left. 
(All  on  4/15/72) 


51.2 
A4.5 


49.1 
92.4 


04  03  72 
04  02  72 


Diagnoses 
Principal: 

Other: 


Closed  fracture  of  tibial  shaft, 

left  823.2  823.2 

Laceration,  left  arm(forearm)  881.0  881.0 

Abrasion,  right  arm(forearm)  913.0  913.0 


Procedures 
Principal : 


Closed  reduction  of  tibial  shaft 

fracture  64.4  79.0  04  15  72 

Suture  of  laceration  of  left  arm  92.5  89.0  04  15  72 

Debridement  of  wound  of  right  arm  92.1  88.4  04  15  72 


3.  Carcinoma  of  cervix  uteri.  D  and  C  on  4/12/72 
followed  by  total  abdominal  hysterectomy  with 
bilateral  salpingo-oophorectomy  on  4/13/72. 


Diagnoses 
Principal: 

Procedures 
Principal : 
Other: 


Carcinoma  of  cervix  uteri  180 


Total  abdominal  hysterectomy  69.2 
Bilateral  salpingo-oophorectomy  67.5 
Dilation  and  curettage  70.3 


4.    Cystoscopy  on  4/1/72  and  retrograde  pyelogram 
on  4/3/72  with  no  evidence  of  malignancy  fol- 
lowing treatment  for  carcinoma  of  prostate 
six  months  ago. 


180.1 


68.3 
65.5 
69.0 


04  13  72 
04  13  72 
04  12  72 


Diagnoses 
Principal : 


Follow-up  examination  of  neoplasm 

with  no  evidence  of  recurrence  Y03.3 


Y10.4 


Procedures 
*Principal:     Retrograde  pyelogram 
Other:  Cystoscopy 


A9.1 
A4.6 


98.5 
92.5 


04  03  72 
04  01  72 


*The  procedures  are  equivalent;  an  arbitrary  decision  was  made  on  which  to  list 
as  principal. 
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13.     PROCEDURES  AND  DATES 


PROCEDURES 


5. 


CODE 

1CDA-8      H- I CPA- 2 


Nasal  polyps.  Nevus  on  right  check.  *olyP"tomy 
of  nose  and  removal  of  nevus  of  cheek  on  4/22/ II. 
Pathology  report:  nonpigmented  nevus. 


DATE 


Diagnoses 
Principal : 
Other: 


Nasal  polyps 
Nevus  of  cheek 


505 
757.1 


505 
216.4 


Procedures 

Principal:    Polypectomy,  nose 
Other:  Removal  of  nevus,  cheek 


19.0 
92.1 


6.    Procidentia.  Rectocele.  Total  vaginal  hysterectomy 
with  repair  of  rectocele  on  4/3/72.  Digitalis 
toxicity  with  ventricular  fibrillation  requiring 
defibrillation  on  4/5/72.     Ischemic  heart 
disease,  chronic. 


Diagnoses 

Principal: 

Other: 


Procedures 
Principal: 
Other: 


Procidentia 
Rectocele 

Digitalis  toxicity 
Ventricular  fibrillation 
Ischemic  heart  disease,  chronic 

Total  vaginal  hysterectomy 
Repair  of  rectocele 
Defibrillation 


Admitted  because  of  chronic  cough,  hoarseness, 
and  headaches  of  six  weeks'  duration.  Malignancy 
ruled  out.  Possibly  due  to  exposure  to  caustic 
alkalis  used  in  the  factory  where  patient  works. 
Lumbar  puncture  on  4/19/72  and  bronchoscopy  on 
4/24/72. 


21.3 
88.5 


04  22  72 
04  22  72 


623.4 

623.4 

623.1 

623.1 

973.1 

973.1 

427.6 

416.8 

412.9 

412.9 

69.4 

68.4 

04 

03 

71.4 

71.6 

04 

03 

30.8 

93.2 

04 

05 

8. 


Diagnoses 
Principal: 

Procedures 
Principal: 
Other : 


Possible  exposure  to  caustic 
alkalis 

Bronchoscopy 
Lumbar  puncture 


Fibroadenoma  of  breast.  No  evidence  of  pre- 
viously diagnosed  urethral  stricture.  Biopsy 
of  breast  on  4/15/72.  Cystoscopy  on  4/16/72. 
Partial  mastectomy  on  4/17/72. 


983.2 

A4.3 
R9.5 


983.2 

92.2 
96.6 


04  24  72 
04  19  72 


Diagnoses 

Principal:     Fibroadenoma  of  breast 


217 


217.0 


Procedures 
Principal: 
Other: 


Partial  mastectomy 
Biopsy  of  breast 
Cystoscopy 


65.2 
A2.3 
A4.6 


86.0 
86.0 
92.5 
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13.     PROCEDURES  AND  DATES 

CODE  DATE 
ICDA-8  H-ICDA-2 


9. 


10. 


11. 


12. 


Esophageal  web  and  diverticulum.  Hiatal  hernia. 
Diagnostic  esophagoscopy  on  4/24/72 .  Trans- 
thoracic excision  of  esophageal  web  and 
diverticulum  with  finding  of  a  hiatal  hernia, 
which  was  repaired  on  A/26/72. 

Diagnoses 

Principal:     Esophageal  web  and  diverticulum 


Other: 


Hiatal  hernia 


530.2(diverticulum 
750.3(web)750.4 


Procedures 

Principal:    Excision  of  esoph.  web  and 
diverticulum 
Repair  of  hiatal  hernia 
Esophagoscopy 

Melena  with  no  evidence  of  ulcer  or  tumor. 
Proctoscopy  on  5/2/72.  Gastroscopy  with 

esophagoscopy  on  5/3/72. 

Diagnoses 

Principal:  Melena 


551.3 


35.1 
38.1 
A4.4 


785.7 


Procedures 
*Principal: 
Other: 


Proctoscopy 

Gastroscopy  with  esophagoscopy 


A4.5 
A4.4 


Pregnancy,  term  delivery,  with  breech  present- 
ation. Breech  extraction  with  forceps  to  after- 
coming  head  on  5/6/72. 

Diagnoses 

Principal:    Delivery  complicated  by  breech 
presentation 


Procedures 
Principal : 


Breech  extraction,  partial 
Epi8iotomy 


656.0 


76.0 
75.9 


Simple  obesity.  Colles  fracture.  Closed 
reduction  of  Colles  fracture  with  application 
of  cast  on  5/18/72. 


551.5 


42.2 
53.8 
92.3 


782.0 


92.4 
92.3 


656.0 


72.5 
73.7 


04  26  72 
04  26  72 
04  24  72 


05  02  72 
05  03  72 


05  06  72 
05  06  72 


Diagnoses 

Principal: 

Other: 

Procedures 
Principal: 

Other 


Colles  fracture 
Simple  obesity 


Closed  reduction  of  Colles 
fracture 

Application  of  cast:  not  coded 


813.4 
277 


83.3 


813.4 
277 


79.0 


05  18  72 


*The  procedures  are  equivalent;  an  arbitrary  decision  was  made  on  which 
to  list  as  principal. 
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13.     PROCEDURES  AND  DATES  * 


PROCEDURES 


CODE 

ICDA-8  H-ICDA-2 


DATE 


13.     Chronic  cholecystitis  with  cholelithiasis. 

Stokes-Adams  attacks.  Coronary  atherosclerosis. 
Cholecystectomy  with  routine  appendectomy  on 
5/10/72.  Insertion  of  pacemaker  on  5/15/72. 


Diagnoses 
Principal: 

Other: 


Procedures 
Principal : 
Other: 


Chronic  cholecystitis  with  chole-  574.1 
lithiasis 

Stokes-Adams  attacks  (syndrome)  427.3 

Coronary  atherosclerosis  412.9 


Cholecystectomy 
Appendectomy  1 
Insertion  of  pacemaker 


43.5 
41.1 
30.4 


14.     Trauma  to  left  thorax.  Fractured  rib.  Ruptured 
spleen.  Chronic  bronchitis.  Paracentesis  on 
5/25/72.     Splenectomy  on  5/25/72.  Thoracentesis 
on  5/29/72.  Emergency  tracheotomy  on  6/1/72. 


574.0 
575.1 
415.2 
412.9 


51.1 
47.0 
37.7 


05  10  72 
05  10  72 
05  15  72 


Diagnoses 
Principal : 
Other: 


Ruptured  spleen 
Fractured  rib 
Chronic  bronchitis 


865.0 
807.0 
491 


865.0 
807.0 
491.9 


Procedures 
Principal : 
Other: 


Splenectomy 
Paracentesis 
Thoracentesis 
Emergency  tracheotomy 


45.1 
39.4 
32.1 
20.5 


41.3 
54.0 
34.0 
31.1 


05  25  72 
05  25  72 

05  29  72 

06  01  72 
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13.     PROCEDURES  AND  DATES 

QUESTIONS 

For  questions  1  through  4,  select  the  one  best  answer . 

1.    Which  of  the  following  criteria  can  be  used  for  idenfitying  the 
principal  procedure. 

 A.     if  there's  only  one  procedure  listed,  it  is  considered  the 

principal  procedure. 

B      It  is  the  procedure  performed  for  definitive  treatment,  rather 
  '     than  one  necessary  to  take  care  of  the  complication. 

C.     It  is  the  procedure  most  related  to  the  principal  diagnosis. 


_D.  All  of  the  above  are  correct. 
E.    None  of  the  above  is  correct. 


2.     For  uniform  data  set  purposes,  significant  procedures  include: 
 A.  only  surgical  operations. 

 B.  only  procedures  performed  in  the  main  operating  suite. 

C.  any  procedure  which  carries  an  operative  or  anesthetic  risk. 


D.    all  diagnostic  procedures. 


3.    Which  of  the  following  expresses  the  PHDDS  requirements  for  recording 
information  on  procedures  performed? 

A.  Only  those  procedures  that  carry  an  operative  or  anesthetic  risk 
or  require  special  equipment  are  recorded. 

B.  All  principal  procedures  are  to  be  recorded  and  the  hospital 
  has  the  option  of  selecting  what  other  procedures  are  to  be 

recorded . 

C      All  procedures  performed  in  the  operating  rooms  and  all  other 
  significant  procedures,  with  the  date  each  was  performed. 
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13.     PROCEDURES  AND  DATES 


QUESTIONS  (Continued) 

4.     The  primary  responsibility  for  designation  of  the  principal  procedure 
when  more  than  one  procedure  is  performed  lies  with: 

 A.     the  medical  record  administrator. 

 B.     the  physician. 

 C.     personnel  assigned  to  abstract  data  from  the  medical  record. 


 D.     any  of  the  above,  depending  on  current  hospital  policy. 

*  *  * 

For  questions  5  through  10,  read  the  statement  given  and  decide  whether  it 
is  TRUE  (T)  or  FALSE  (F) . 

5.  For  PHDDS,  part  A  purposes,  all  surgical  procedures  are  to  be 
recorded,  whether  performed  in  the  main  operating  rooms  or 

in  special  facilities.  (T) (F) 

6.  For  PHDDS,  part  A  purposes,  significant  nonsurgical  procedures 
are  to  be  recorded,  whether  performed  in  special  rooms  or  at 

the  patient's  bedside.  (T) (F) 

7.  The  accumulated  data  on  surgical  and  other  significant 

procedures  reflects  the  type  and  volume  of  care  given.  (T) (F) 

8.  Classification  codes  may  not  be  used  to  reflect  type  of 
procedure  performed. 

(T)(F) 

9.  Procedures  should  be  an  essential  part  of  any  data  set 

designed  to  measure  hosptial  and  medical  staff  activity.  (T) (F) 

10.  The  detail  contained  in  the  ICDA  procedure  codes  is  the 

standard  guide  to  be  used  in  describing  procedures  performed.  (T) (F) 

*  *  * 

Answer  questions  11  through  13,  according  to  requirements  of  UHDDS. 

11.  What  procedures  are  to  be  recorded  for  the  data  set?  ,  


12.    What  does  the  data  set  consider  a  significant  procedure? 


GO  ON  TO  PACE  73 


(Rev.  10/75) 


,  13.     PROCEDURES  AND  DATES 

QUESTIONS  (Continued) 

13.    What  criteria  are  to  be  used  in  determining  the  principal  procedure? 


-NOTES- 


c 


-74- 


14.     DISPOSITION  OF  PATIENT 


ITEM  INFORMATION  SHEET 
Recording 
Format : 


Description 


Data  Uses 


Source  of 
Information 


Cautionary 
Notes 


Recommenda- 
tions 


Rules/ 
Procedures 


*/    Discharged  To  Home  or  Self-Care: 


The  arrangement  or  event  ending  a  patient's  stay  in  the  hospital. 
Eight  categories  are  specified:  discharged  or  transferred  to  another 
short-term  hospital;  discharged  or  transferred  to  a  skilled  nursing 
facility;  discharged  or  transferred  to  a  intermediate  care  facility; 
discharged  or  transferred     to  another  institution;  discharged  to  home 
or  self-care  (routine  discharge);  discharged  or  transferred  to  home 
under  care  of  an  organized  home  health  service;  left  against  medical 
advice;  died. 


This  item  permits  assessment  of  sites  utilized  for  continuing  care  of 
patients  and  of  the  need  for  health  care  institutions  other  than 
hospitals.     It  is  also  an  item  in  assessing  outcome  in  patient  care 
evaluation. 


Primary  Source  Document: 


Secondary  Source: 


.  If  more  detailed  data  on  patient  disposition  are  kept,  make  certain 
that  PSRO  personnel  can  convert  the  data  to  the  eight  PHDDS ,  part  A 
categories . 

.  An  institution  may  be  licensed  for  more  than  one  level  of  care,  such 
as  a  hospital  with  a  unit  for  skilled  nursing  care  or  a  skilled 
nursing  facility  with  a  unit  for  intermediate  care.     Be  sure  that 
the  appropriate  level  is  specified. 

.  Keep  in  mind  that  the  category  for  discharges  or  transfers  to  a 
skilled  nursing  facility  includes  transfers  to  the  hospital's 
skilled  nursing  facility. 

.  Fetal  deaths  and  persons  dead  on  arrival  at  the  hospital  are  neither 
admissions  nor  discharges  and  are  not  included  in  disposition  item. 


.  Make  sure  that  PSRO  personnel  have  ample  practice  in  categorizing 

the  various  types  of  discharge  arrangements. 
.  Prepare  a  listing  of  health  care  institutions  in  the  PSRO  region 

with  type  of  license(s)  granted  for  level  of  care  provided. 
.  Obtain  from  individual  hospitals  the  abbreviations  commonly  used 

in  the  medical  record  for  the  names  of  institutions  to  which 

patients  are  transferred. 
.  Work  with  individual  hospitals  in  establishing  routine  procedures 

for  recording  disposition  of  patient  in  the  patient's  medical  record. 


What  procedures  are  to  be  followed  if  the  disposition  of  patient 
is  not  recorded? 

What  procedure  is  to  be  followed  when  it  is  unclear  which  category 
for  patient  disposition  is  to  be  used,  as  when  a  discharge  Is 
transferred  to  an  institution  that  provides  both  skilled  and 
intermediate  care? 
Other  rules: 
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14.     DISPOSITION  OF  PATIENT  ■ 

CATEGORIES  FOR  DISPOSITION  DELINEATED 

1.  Discharged  or  transferred  to  another  short-term  general  hospital:  At 
discharge  it  had  been  planned  or  recommended  that  the  patient  be  admitted 
to  another  short-term  hospital.     The  patient  may  have  been  discharged 
with  instructions  for  admission  to  another  hospital  or  transferred  by 
ambulance.     Short-term  general  hospitals  include  short-term  children's, 
women' 8,  and  lying-in  hospitals. 

NOTE:    In  metropolitan  areas,  hospital  names  are  often  abbreviated  in 

medical  records,  such  as  BH  for  Baptist  Hospital  or  BIH  for  Beth 
Israel  Hospital.     Consult  the  medical  record  department  for 
commonly  used  abbreviations. 

2.  Discharged  or  transferred  to  a  skilled  nursing  facility:    At  discharge, 
it  had  been  recommended  or  arranged  that  the  patient  be  admitted  to  a 
skilled  nursing  facility,    A  skilled  nursing  facility  is  an  institution 
(or  a  service  unit  of  one)  that  has  a  transfer  agreement  with  one  or  more 
hospitals  and  that  primarily  provides  (a)  skilled  nursing  care  and  related 
services  or  (b)  rehabilitation  services  for  injured,  disabled,  or  sick 
persons.     Such  facilities  may  be  in: 

.  short-term  general  (acute  care)  hospitals 
.  institutions  for  mental  disorders 
.  institutions  for  tuberculosis 

NOTE:    Prepare  a  listing  of  hospitals  and  other  institutions  that  have 
identifiable  units  (ward,  contiguous  wards,  wing,  or  floor) 
licensed  under  state  law  to  provide  skilled  nursing  care  or 
rehabilitation  services.    Also  prepare  a  listing  of  free- 
standing skilled  nursing  facilities, 
i 

3.  Discharged  or  transferred  to  an  intermediate  care  facility:    At  discharge 
it  had  been  recommended  or  arranged  that  the  patient  be  admitted  to  an 
intermediate  care  facility.    An  intermediate  care  facility  is  a  state- 
licensed  institution  that  regularly  provides  health  related  care  and 
services  to  individuals  who  need  less  care  and  treatment  than  a 
hospital  or  skilled  nursing  home  provides  but  more  care  and  services 
than  room  and  beard.     Included  are: 

.  institutions  for  mentally  retarded  persons  or  persons  with  related 
conditions 

.  HEW-certif led  facilities  on  Indian  reservations  that  regularly 

provide  health  related  care  and  services 
.  a  sanatorium  either  operated  or  listed  and  certified  by  the  First 

Church  of  Chri3t  Scientist,  Boston 
.  licensed  units  of  mental  disorder  and  tuberculosis  institutions 
.  licensed  part  of    a  skilled  nursing  facility 

NOTE:    Prepare  a  listing  of  state-licensed  intermediate  care  facilities. 
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14.     DISPOSITION  OF  PATIENT 


Discharged  or  transferred  to  another  Institution:     Upon  discharge,  it 
haTT^en"  recommended  or  arranged  that  the  patient  be  admitted  to  another 
institution,  such  as  a: 

.  psychiatric  or  tuberculosis  hospital 

.  residential  care  institution  (personal  or  sheltered  care)  not 

licensed  to  provide  intermediate  care  services 
.  nursing  home  not  licensed  to  provide  skilled  nursing  or  intermediate 

care  services 
.  rehabilitation  unit  or  institution 

Discharged  to  home  or  self-care:     Upon  discharge,  it  is  anticipated  that 
the  patient  will  return  to  his  home  or  a  household  residence  Including  a 
retirement  home,  the  home  of  a  relative  or  friend,  or  a  dormitory 
residence.     Recommendations  may  include: 

.  continuing  office-based  care  by  attending  or  family  physician 

.  referral  to  the  outpatient  clinic  for  continuing  care  on  ambulatory 

.  return  date  for  removal  of  an  external  fixation  device 

.  referral  to  another  physician  for  further  diagnostic  work-up  or  special 

treatment  . 
.  P.R.N,  care  (return  to  physician  or  clinic  as  necessary) 
.  date  for  readmission  to  hospital 

M*rh*roeA  to  home  under  care  of  an  organized  home  health  service:  Upon 
discharge,  a  recommendation  had  been  made  for  the  patient  to  receive 
continuing  care  in  his  residence  through  a  home  health  agency  or 
organization.    The  home  health  service  is  a  public  agency,  a  private 
organization,  or  a  subdivision  of  such  an  agency  or  organization  that 
primarily  provides  skilled  nursing  services  and  other  therapeutic 
services.    Organized  home  health  service  includes: 

.  hospital-based  home  care  program 

.  services  of  the  Visiting  Nurses  Association 

.  other  home  health  agencies  or  organizations 

Home  delivery  of  meals,  by  itself,  does  not  qualify  as  a  home  health 
service. 

NOTE:    Prepare  a  listing  of  organized  home  health  care  agencies  and 

organizations  approved  for  the  care  of  Medicare,  Medicaid,  and 
Title  5  recipients. 

.    Left  against  medical  advice:    Patient  refused  further  hospital  care  and 
left.    This  category  includes: 

.  departure  after  signing  a  release  of  responsibility  statement 
.  departure  without  signing  a  release 
.  departure  without  notice  (elopement) 

NOTE:     The  patient  may  have  received  advice  on  alternate  plans  for  medico 
care. 

i      Died:     An  episode  of  inpatient  care  terminated  by  the  patient's  death 
Thil  category  excludes  persons  who  were  dead  on  arrival  at  the  hospital 
and  fetal  deaths  (stillbirths). 
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14.     DISPOSITION  OF  PATIENT 


Home  Health  Services 


CATEGORIZATION  EXAMPLES 

Category  Code 

Discharged  or  transferred  to  another  short-term  general  hospital  .   .  1 

Discharged  or  transferred  to  a  skilled  nursing  facility   2 

Discharged  or  transferred  to  intermediate  care  facility   3 

Discharged  or  transferred  to  another  institution    4 

Discharged  to  home  or  self -care   5 

Discharged  to  home  under  care  of  an  organized  home  health  service.  .  6 

Left  against  medical  advice   7 

Died   8 

Physician's  Recommendation  Category 

"Discharged  home  with  clinic  appointment  for  Wednesday."    5 

"Patient  was  transferred  to  Rest  Haven  Nursing  Home  (SNF)  in 

Jamestown  for  post  coronary  care."    2 

"Patient  refused  to  have  a  lumbar  puncture  performed.    He  was 
advised  of  his  medical  condition  but  elected  to  sign  a  release 
statement.    He  was  advised  to  seek  medical  care  if  headaches 
persisted."   7 

"Patient  to  be  followed  as  an  outpatient  and  to  return  to  her 

own  physician,  Dr.  Jacobs."   5 

"Patient's  course  was  progressively  downhill,  and  he  died  on  the 

12th  day  of  hospitalization."   8 

"It  is  felt  that  the  patient's  cardiovascular  status  and 
suspected  chronic  pulmonary  embolization  need  further 
evaluation,  as  does  the  possibility  of  a  subacute  subdural 
hemotoma.    He  is  therefore  being  transferred  to  Denver  VA 
Hospital  for  further  evaluation  and  treatment."   1 

"Patient  was  discharged  to  parents  with  instructions  to  see  me  in 

my  office  in  two  weeks."   5 

"The  patient  was  discharged  home  and  will  receive  physical 

therapy  from  the  Community  Home  Care  Program."  .   .   6 

"The  patient  was  discharged  with  transfer  by  ambulance  to  St.  Mary's 

Hospital  for  further  evaluation  and  treatment."   1 

"Discharged  on  a  low  fat  diet,  Donnatel,  Fiorinal  for  headaches  and 
return  in  3  or  4  weeks  for  further  gallbladder  study  and  possible 
cholecystectomy.".   .....    5 

"Patient  was  discharged  with  a  recommended  plan  for  admission  to 

the  Mental  Retard  Institution  in  Boxbury.    Parents  agree"   3 

"Because  of  his  psychotic  condition,  patient  was  transferred  to 

Georgetown  State  Hospital  for  treatment."   4 

"Patient  refused  to  stay  in  the  hospital  and  signed  a  release.  He 

was  advised  to  return  to  the  alcoholic  clinic  on  Monday."   7 
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QUESTIONS 

For  questions  1  and  2,  select  the  one  best  answer. 

1.  The  purpose  of  the  part  A,  UHDDS  item  on  Disposition  of  Patient  is  to 
record  information  that: 

 A.     reflects  the  action  taken  by  the  patient  in  following  through  on 

recommendations  made  at  time  of  his  discharge. 

 B.    pinpoints  the  specific  site  of  the  continuing  care  of  the  patient. 

 C.     reflects  the  plan,  provision,  or  instruction  received  by  the 

patient  prior  to  discharge  and  distinguishes  those  patients 
who  died  or  left  against  advice.  ■ 

2.  Which  of  the  following  statements  regarding  patient  disposition 
information  is  correct? 

 A.    This  information  assists  in  assessing  the  use  of  health  resources. 


 B.    This  information  provides  a  starting  point  in  collecting  data  on 

movement  of  patients  through  the  health  care  system. 

 C.    The  information  serves  as  an  indicator  of  the  continuity  of 

care  recommended  at  the  time  of  the  inpatient  discharge. 

 D.    All  of  the  above  are  correct. 

 E.    None  of  the  above  is  correct. 

*  *  * 

For  each  of  questions  3  through  10,  read  the  description  of  the  patient 
disposition,  and  decide  into  which  UHDDS  category  such  a  recommendation 
would  be  classified.     Using  the  following  code,  write  the  appropriate 
number  on  the  line  following  each  description: 

1.  Discharged  to  home 

2.  Left  against  medical  advice 

3.  Discharged  or  referred  to  an 

organized  home  care  service 
A.    Discharged  or  transferred  to 

another  institution 
5 .  Died 

3.    Any  patient  who  was  discharged  with  a  recommendation  of  follow-up 
care  in  a  physician's  office. 
Category   

A.    Any  patient  who  was  referred  to  a  Visiting  Nurse  Association. 
Category  
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1A.     DISPOSITION  OF  FATIENT 
QUESTIONS  (Continued) 

5.  Any  patient  transferred  to  a  hospital-based  E.C.F.,  skilled  nursing 
home,  or  rehabilitation  institution. 

Category    1 

6.  "The  patient's  wife  was  instructed  on  medications;  patient  is  to  take 
Pronestyl  500  mg    every  six  hours  and  to  take  his  temperature  three 
times  a  day.     He  was  given  an  appointment  to  be  seen  in  the  doctor's 
office  in  one  week." 

Category   

7.  "Patient  was  released  to  Fort  Merrimack  Veterans  Administration  Hospital 
to  complete  treatment  of  his  wound  tear  and  for  postoperative  follow-up. 
Category   

8.  "Patient  left  hospital  around  11:00  p.m.  without  notifying  the  nurse. 
Family  called  at  1:00  a.m.  to  report  that  the  patient  came  home. 
Family  given  instructions  on  medical  care  and  advised  that  the 
patient  should  return  to  hospital.    However,  patient  refused  to 
return. " 

Category   

9.  "Patient  discharged  home  with  plans  for  the  East  Side  Home  Care 
Program  to  follow  patient.    Discharge  summary  sent  to  them.' 
Category   

10.  "Patient  did  not  respond  to  lifesaving  measures  and  expired  four 
hours  after  admission." 

Category   

For  questions  11  through  15,  read  each  statement  given  and  decide  whether 
it  is  TRUE  (T)  or  FALSE  (F) .    Mark  the  letter  corresponding  to  your  choice. 

11.  One  of  the  hospital  accreditation  requirements  is  that  the 
medical  record  contain  a  statement  of  the  plans  recommended 
by  the  physician  for  continuing  patient  care. 


(T)(F) 


12.    The  five  data  set  categories  constitute  the  maximum  number 
of  categories  allowable.    However,  fewer  than  five  may  be 
used,  depending  upon  hospital  needs.  tT' ^  ) 


13.  Although  only  one  general  death  category  is  required  for 
UHDDS  purposes,  your  hospital  may  elect  to  keep  more  detailed 
information  on  episodes  that  end  in  death. 

14.  Even  though  fetal  deaths  and  persons  who  were  dead  on  arrival 
to  the  hospital  are  not  considered  admissions,  they  are  to  be 
included  in  the  Died  category  for  PHDDS,  part  A  purposes. 


(T)(F) 


(T)(F) 
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14.     DISPOSITION  OF  PATIENT 


QUESTIONS  (Continued) 

15.     Should  your  hospital  elect  to  record  patient  disposition 
information  in  other  than  the  five  UHDDS  categories, 
this  is  permissible  so  long  as  data  subsequently  can  be 
regrouped  into  the  five  categories.  (T) (F) 
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15.     EXPECTED  PRINCIPAL  SOURCE  OF  PAYMI 


ITEM  INFORMATION  SHEET 


Recording 
Format : 


Insurance  Compariy 


Description 


Data  Uses 


Source  of 
Information 


Cautionary 
Notes 


Recommenda- 
tions 


Rules/ 
Procedures 


Expected  principal  source  of  payment  is  derived  from  the  information 
recorded  at  admission.     There  are  nine  PHDDS  categories,  one  of  which 
is  to  be  selected:  self-pay,  Workmen's  Compensation,  Medicare,  Medicaid, 
other  government  payment,  Blue  Cross,  insurance  companies,  no  charge, 
other. 


Source  of  payment  is  an  important  link,  between  other  PHDDS  items  and 
hospital  financial  information  in  the  analysis  of  hospital  use.  It 
defines  the  relationship  of  both  individuals  and  institutions  to  the 
sources  of  health  care  financing. 


Primary  Source  Document: 


Secondary  Source: 


If  further  detail  is  needed  for  other  significant  sources  of  payment, 
use  the  category  "Other"  for  further  breakdown  to  indicate  organized 
prepaid  plans  and  the  like.     Any  further  detail  must  be  collapsible 
into  the  nine  categories  for  reporting  purposes. 

This  item  is  expected  source  of  payment  at  admission.  The  item  is 
not  affected  by  any  difference  between  the  expected  and  the  actual 
sources  of  payment. 

Check  for  any  synonyms  or  abbreviations  used  to  describe  Blue  Cross 
Plans  in  the  area  served  by  your  hospital  or  PSRO. 
If  the  patient  is  eligible  for  more  than  one  source  of  payment,  the 
key  word  Is  principal:    Who  is  expected  to  pay  the  bill? 


Consult  with  representatives  of  admitting  and  business  offices  to 
establish  uniformity  in  identification  of  source  payment. 
Provide  ample  practice  for  your  trainees  in  categorizing  payment 
sources  as  entered  in  the  medical  record.     Develop  guidelines  for 
interpretation  of  initials,  codes,  and  abbreviations  used  by  the 
admitting  office  in  recording  this  information. 


.  How  is  "no  charge"  for  hospital  services  indicated  in  the  medical 
record? 

.  What  procedures  should  PSRO  personnel  follow  if  there  are  questions 

regarding  the  source  of  payment  to  be  selected  as  principal? 
.  Other  rules: 
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15.  EXPECTM  PRINCIPAL  SOURCE  OF  PAYMENT 
SOURCE  OF  PAYMENT  CATEGORIES  DELINEATED 


1.  SELF-PAY 

This  category  should  be  used  only  when  the  hospital  bill  is  to  be  paid 
by  the  patient,  patient's  spouse,  or  next  of  kin  (or  legal  guardian). 
The  category  includes  patients  who  have: 

.  no  health  insurance  and  pay  a  deposit  on  admission,  or 
.  insurance  coverage,  but  prefer  to  file  own  claims  and  will  not 
or  cannot  assign  benefits  to  the  hospital. 

Common  abbreviations  used  to  designate  source  of  payment:  Husb.:  Husband 

Pt:  Patient 

NOTE:     For  situations  when  no  insurance  coverage  is  listed  and  no  deposit 
on  admission  recorded,  procedures  should  be  established  for  obtain- 
ing from  the  business  office  the  principal  source  of  payment 
expected.     These  procedures  should  cover  such  situations  as: 

.  classifying  patient  as  "self-pay" 

.  determining  patient's  eligibility  for  any  governmental  assist- 
ance in  reimbursing  hospital  service  charges 

.  determining  whether  patient  is  to  be  classified  as  "no  charge" 
(free  case) 

.  deciding  if  provision  should  be  made  for  discharge  with  an 
admission  to  another  hospital  (VA,  city,  county,  or  university) 
based  on  patient's  eligibility  for  authorized  benefits  in  that 
hospital. 

2.     WORKMEN'S  COMPENSATION 

Synonyms  are  Industrial  Accident  Insurance  and  State  Disability  Insurance 
This  protects  the  insured  against  losses  of  income  (both  temporary  and 
permanent)  and  also  provides  benefits  for  medical  expenses  and  vocational 
rehabilitation  resulting  from  an  industrial  injury  or  disease.  The  terms 
of  coverage  and  length  of  time  for  coverage  may  vary  by  state.  The  state 
also  may  carry  its  own  insurance  or,  in  a  few  cases,  subcontract  with  a 
private  insurance  carrier. 

NOTE:    This  excludes  personal  accident  and  specific  disease  insurance  for 
disability  coverage  as  a  result  of  an  accident  or  certain  diseases 

Occasionally  the  expected  source  of  payment  entry  in  the  medical 
record  is  changed  shortly  after  patient's  admission  to  designate 
Workmen' 8  Compensation.     If  such  a  change  has  been  made,  select 
Workmen's  Compensation  as  principal  source  of  payment. 

Common  Abbreviations: 

WCA:  Workmen's  Compensation  Act 

Ind.  Ace:   Industrial  Accident  Insurance 

State  Comp.  02-345-678 :  State  disability  compensation  fund  with 
1  claim  number 
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15.     EXPECTED  PRINCIPAL  SOURCE  OF  PAYMENT 


3.  MEDICARE 

This  is  Title  XVIII  of  the  Social  Security  Afct  (as  amended)  that 
provides  health  insurance  for  the  aged  and  disabled.  Part  A  is  the 
hospital  insurance  benefits  (inpatient  hospital  services),  and  part 
B  Is  the  supplementary  medical  insurance  benefits  (physician  services, 
home  health  services,  outpatient  physical  therapy). 

The  principal  source  of  payment  may  be  designated  as  Medicare  qualified 
by  the  name  of  the  insurance  carrier  acting  as  the  intermediary,  such  as 
Blue  Cross  or  Mutual  of  Omaha.     Also,  the  principal  source  of  payment 
may  be  designated  as  Medicare  followed  by  the  name  of  another  insurance 
coverage  plan.     Title  XVIII  carries  benefit  limitations  on  the  maximum 
length  of  stay  for  any  spell  of  illness  and  an  annual  deductible 
that  must  be  paid  by  either  the  patient  or  another  insurance  coverage 
plan. 

Provisions  of  the  Social  Security  Act  can  be  changed  by  Congress.  Most 
changes  will  not  affect  the  recording  procedure  of  abstractors,  but 
they  will  affect  the  recording  procedures  of  hospital  admitting  and 
business  personnel  who  initially  determine  the  expected  source  of 
payment . 

NOTE:     If  Medicare  benefits  are  available,  Medicare  is  selected  as  the 
principal  source  of  payment  unless  the  patient  specifically 
states  that  another  insurance  coverage  is  to  be  used  or  it  Is 
evident  that  the  patient's  current  Medicare  benefits  have  been 
fully  used. 

Common  Abbreviations; 

Medi  A&B:  Medicare,  parts  A  and  B 

Medi  A&B,  BC/BS  Supp  Non-GP:  Medicare  with  both  parts  A  and  B  and 

with  Blue  Cross  and  Blue  Shield  sup- 
plemental plans,  nongroup  coverage. 

4.  MEDICAID 

This  is  Title  XIX  of  the  Social  Security  Act  (as  amended)  that  provides 
medical  assistance  programs  to  each  state  to  furnish  (1)  medical  assist- 
ance on  behalf  of  the  families  with  dependent  children  and  of  aged, 
blind,  or  disabled  individuals,  whose  income  and  resources  are  insuf- 
ficient to  meet  the  necessary  costs  of  medical  service,  and  (2)  rehab- 
ilitation and  other  services  to  help  families  and  individuals  attain  or 
retain  capability  for  independence  or  self  care.     It  Is  called  MediCal 
in  California.    All  states  have  enacted  legislation  to  enable  this 
financial  assistance.     Medicaid  may  be  the  expected  source  of  payment 
for  all  or  for  part  of  the  hospital  services  provided. 

Common  Abbreviations: 

Medicaid  #01234566:  Medicaid  coverage  for  family  with  identifica- 
tion number 

Medicaid  Cty  20  HH3140320  Cat  04:  state  Medicaid  through  County 

0  20,  category  04  type  program 
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15.     EXPECTED  PRINCIPAL  SOURCE  OF  PAYMENT 

5 .  OTHER  GOVERNMENT  PAYMENT 

Any  other  source  of  payment  by  public  assistance  (aid)  at  the  city,  county, 
state,  or  federal  level   is    to  be  included  in  this  category,  such  as: 

•  Maternal  and  Child  Health  and  Crippled  Children's  Services,  Title  V  of 
the  Social  Security  Act  (as  amended) .     The  administration  of  Title  V 
may  vary  from  state  to  ,state.     Some  states  own  and  operate  their  own 
crippled  children's  hospital(s)  and/or  outpatient  clinics.  Other 
states  may  reimburse  nongovernmental  hospitals  for  services  provided. 

Common  Abbreviations: 

MCHS:  Maternal  and  Child  Health  Services 

FCC  (auth  end.  10  days):  Payment  to  be  made  under  Florida  Crippled 

Children's  Act  and  authroization  received 
for  ten  days  of  hospital  stay. 

.  CHAMPUS  (Civilian  Health  and  Medical  Programs  of  the  Uniform  Services), 
is  a  federal  program  to  provide  medical  insurance  coverage  for  depend- 
ents of  armed  service  personnel.     Usually,  it  is  used  when  armed  medical 
facilities  are  not  immediately  available. 

.  emergency  or  direct  relief  funds  provided  by  the  city  or  county.  In 
some  instances  the  patient  is  admitted  and  treated  pending  transfer  to 
the  city  or  county  hospital  as  required  by  the  medical  aid  system. 

.  state  vocational  rehabilitation  funds.    The  terminology  used  to  identify 
these  funds  varies  greatly. 

Common  Abbreviations: 

CHAMPUS,  CARE  AFO  012  345 

Z0112233,  5  days:  Emergency  care  authorized  for  5  days,  hospital 

service  charges  to  be  filed  to  county  using  code 
number  provided. 

REHAB:  Payment  to  be  made  by  state  rehabilitation  agency. 

6.  BLUE  CROSS 

All  payments  to  be  made  by  a  Blue  Cross  Plan,  both  group  and  individual 
coverage,  are  classified  in  this  category.     It  involves  a  hospital-Blue 
Cross  Plan  reimbursement  agreement  for  hospital  service  charges.  Blue 
Cross  contracts  with  the  hospital  to  furnish  services  to  any  of  their 
participant  subscribers  in  accordance  with  the  benefits  of  the  plan.  It 
is  a  not-for-profit  insurance  coverage  plan.    Provisions  are  made  for 
emergency  admissions  to  nonparticipating  hospitals  or  hospitals  in 
another  Blue  Cross  Plan  region. 

Not  all  Blue  Cross  Plans  carry  that  name.     PSRO  personnel  should  be 
familiar  with  the  names  of  and  the  abbreviations  for  the  Blue  Cross 
Plans  predominant  in  their  region.     Personnel  should  be  able  to  distinguish 
Blue  Cross  Plans  from  other  group  health  insurance  coverage  plans. 

Common  Abbreviations: 

BC:  Blue  Cross  coverage 
BX:  Blue  Cross  coverage 
BC/BS:  Blue  Cross-Blue  Shield  coverage 

BC/BS-15290  Comp:  Group  insurance  under  Blue  Cross  Plan  with  compre- 
hensive coverage 

BC/BS-Red  102  BOO  48-583:  Group  health  insurance  under  a  company-labor 

union  arrangement  with  Blue  Cross  and  Blue 
Shield. 

MHS:  Michigan  Hospital  Service,  a  Blue  Cross  Plan 
IHS:  Indiana  Hospital  Service,  a  Blue  Cross  Plan 


(Rev.  10/75) 


-86- 


GO  ON  TO  PAGE  87 
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INSURANCE  COMPANIES 

Any  payments  by  private  insurance  companies  (one  or  more),  either 
group  or  individual  health  insurance,  are  identified  as  insurance 
company  coverage.     Group  insurance  covers  a  group  of  persons;  the  master 
policyholder  may  be  an  employer,  trade  association,  union,  farm  organiza- 
tion, cooperative,  or  professional  or  fraternal  organization.  The 
insurance  protection  may  include  life  as  well  as  health  for  members  of 
the  group  and  usually  their  families.     Typically,  the  insured  assigns 
hospital  benefits  to  the  hospital,  and  payment  is  made  directly  to 
the  hospital.     Individual  health  insurance  protects  the  individual 
policy  owner  and  may  include  benefits  to  the  policyholder  rather  than 
to  the  hospital;  however,  such  benefits  may  be  assigned  to  the  hospital 
by  the  policyholder. 

Routine  completion  and  handling  of  preadmission  forms  allow  greater 
accuracy  in  determining  the  expected  principal  source  of  payment. 
The  insurance  policy  can  be  checked  for  benefit  durations,  limitations 
on  preexisting  conditions,  and  amount  of  benefits  by  the  credit  and 
collection  section  of  the  business  office  prior  to  the  patient's 
admission.     In  the  absence  of  preadmission  verification,  the  source 
of  payment  as  entered  by  admitting  personnel  at  the  time  of  admission 
is  the  one  selected  for  classification,  regardless  of  the  actual 
final  source  of  payment. 

Common  Abbreviations: 

Metro  Life  #1-234-567  (PVT) :  Private  (personal)  individual 

insurance  coverage  with  Metropolitan  Life 
Equit  Ins  Gp  with  XYZ:  Group  insurance  coverage  with  the 

patient's  or  guarantor's  employer  (guarantor  is  the 

person  responsible  for  the  hospital  till) 
Mut  of  Omaha  grp/Local  615  H&W  Fund:  Group  insurance  through 

health  and  welfare  fund  of  a  labor  union 
Trav  grp  c/Co  Pt  is  HDLR:  Traveler's  Insurance  group  plan  with 

patient's  company,  the  patient  is  the  policyholder 
Minn  Painters  In.  H.B.Rd.:  Minnesota  Painters  Insurance  Health 

Benefit  Fund,  a  labor  union  insurance  plan 
Aetna;  PRD:  Aetna  and  Prudential  insurance  company  coverages 
NEA  Super  Med.:  National  Education  Association,  a  professional 

group  insurance  coverage 
BSA  Cert  #84326:  Boy  Scouts  of  America;  group  plan 
Farm  Ins  Gr.:  Farmer's  Insurance;  group  plan 
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8.     NO  CHARGE 

All  patients  for  whom  there  are  no  charges  for  hospital  services  are 
to  be  included  in  this  category.    A  variety  of  reference  terms  are 
used  to  classify  such  patients  : 

Free  pt:  free  patient 

Sp  res:  special  research  case 

Teaching:  credit  as  a  teaching  case 

No  funds:  patient  has  no  available  funds  to  pay  bill 

The  "no  charge"  category  represents  those  patients  who  were  admitted 
with  the  understanding  that  the  hospital  would  not  bill  for  payment 
of  hospital  service  charges.     The  hospital  knew  that  no  payment  would 
be  received. 

NOTE:    This  excludes  patients  who  failed  to  pay  their  bill  after 

they  were  hospitalized  (bad  accounts).     For  these  patients, 
there  was  an  expected  source  of  payment  at  time  of  admission. 


9.  OTHER 

This  category  includes  other  organized  prepaid  health  insurance 
plans,  such  as  Kaiser  and  special  Blue  Shield  plans.     It  also 
includes  principal  sources  of  payment  not  specifically  included 
in  the  other  seven  categories,  such  as  relatives  and  friends. 

It  is  recognized  that  in  specific  localities,  the  "other"  category 
may  assume  special  significance,  and  a  further  breakdown  of  this 
category  may  be  utilized  to  indicate  organized  prepaid  plans  and 
the  like.     Record  below  any  further  breakdowns  of  this  category 
deemed  necessary: 

l 
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QUESTIONS 

r  questions  1  through  5,  select  the  one  best  answer. 

Which  of  the  following  statements  best  describes  the  selection  of 

payment  source  for  PHDDS  purposes? 

A.     Source  of  payment  used  in  the  actual  processing  of  claims  and 
submitting  of  hospital  bills  • 
__B.     Expected  principal  source  of  payment  as  determined  at  the  time 
of  patient '8  admission. 

C.  All  sources  of  payment  for  a  single  episode  of  hospital  stay. 

If  a  hospital  or  PSRO  expects  the  majority  of  a  patient's  bill  to  be 
paid  by  CHAMPUS,  which  of  the  following  PHDDS  categories  would  be 
selected? 

 A.  Medicare 

 B.  Blue  Cross 

 C.  Insurance  Companies 

D.  Self -Pay 

E.  Other  Government  Payments 


If  an  employee  of  a  window-washing  firm  was  admitted  to  the  hospital 
as  a  result  of  a  4-story  fall  while  on  the  job,  the  expected  principal 
source  of  payment  listed  by  admitting  probably  would  be: 


A.  Blue  Cross  group  plan 

_B.  Insurance  company,  group  coverage 

~C.  Workmen's  Compensation 

D.  State  unemployment  insurance 

~E.  State  disability  assistance,  Medicaid 


If  a  patient  has  an  individual  health  insurance  policy  as  well  as 
insurance  coverage  through  a  Blue  Cross  Plan  at  the  place  of  his  work, 
which  source  would  be  selected  as  the  expected  principal? 

 A.  Blue  Cross 

 B.  Insurance  Companies 

 C.  Self-Pay 

D.  Other 


E.  Medicare 


If  the  patient  presents  a  Medicare  card  and  also  the  policy  number  of 
a  supplemental  Blue  Cross-Blue  Shield  health  insurance  coverage,  which 
one  would  be  selected  as  the  expected  principal  source  of  payment? 


A.  Blue  Cross 

~B.  Other  Government  Payment 

~C.  Medicaid 

D.  Medicare 

~E.  Self-Pay  (pending  check  of  benefit  status) 
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15.     EXPECTED  PRINCIPAL  SOURCE  OF  PAYMENT 
QUESTIONS  (Continued) 

For  questions  6  through  10,  read  each  statement  given  and  decide  whether 
it  is  TRUE  (T)  or  FALSE  (F) .  Mark  the  letter  corresponding  with  the 
answer  you  choose. 

6.  For  each  hospital  episode,  only  one  source  of  payment  is 

to  be  abstracted  for  PHDDS  purposes.  K*t\*i 

7.  Experience  has  shown  a  high  frequency  of  difference  between 
the  actual  source  of  payment  and  the  source  of  payment 
anticipated  at  the  time  of  admission.  l*M  1 

8.  If  a  hospital  currently  is  recording  payment  source 
information  in  more  than  the  nine  PHDDS  categories,  it 

will  be  necessary  to  change  to  just  these  nine  categories.     (T)  (F) 


The  nine  categories  of  payment  source  are:  Crippled  Children's 
Service;  Self-Pay;  Workmen's  Compensation;  Medicare;  Medicaid; 
Blue  Cross;  Private  Insurance  Companies;  Kaiser;  and  Group 
Insurance. 


(T)  (F) 


10.  Because  of  the  variety  of  styles  in  which  this  information 
may  be  recorded,  it  would  be  of  value  to  prepare  a  guide 
for  your  personnel  to  use  in  interpreting  codes  or 
abbreviations  for  PHDDS  classification  purposes.  UM'J 

11.  Medicare  is  always  selected  as  the  principal  source  of 
payment . 
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16.     HOSPITAL  IDENTIFICATION 


ITEM  INFORMATION  SHEET 
Recording 
Format :  [T 


I6|2 


nn 


Description 


Data  Uses 


Source  of 
Information 


Cautionary 
Notes 


The  Medicare  assigned  provider  number  used  by  Medicare  and  Medicaid 
in  the  hospital  certification  process. 

NOTE:  This  number  is  not  to  be  reported  to  BQA.    For  reporting 

purposes,  the  PSRO  should  assign  a  unique  hospital  identifier 
according  to  procedures  to  be  provided  by  BQA. 


This  item  enables  unique  and  continuous  identification  of  each 
hospital,  and  constant  monitoring, of 'changes  in  the  individual 
hospital  as  reflected  in  other  data  set  items. 


Primary  Source  Document: 


Secondary  Source: 


If  the  hospital  identification  number  is  not  preprinted  on  discharge 
abstract  reporting  forms,  check  to  make  certain  that  it  is  routinely 
recorded. 


Recommenda- 
tions 


.  What  is  the  identification  number  of  your  hospital? 
.  Other  rules: 


Rules/ 
Procedures 
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PHDDS ,  Part  B 
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17.     INTRODUCTION:  PHDDS,  PART  3 


PSRO  data  elements  are  designed  to  capture  information  about  hospital 
utilization  practices  as  they  affect  federally  reimbursed  hospitalizations. 
Unlike  part  A,  which  generally  is  clinical  in  nature  and  is  used  for  many 
programs  in  HEW,  the  PHDDS ,  part  B  is  an  administrative  review  process  and 
is  used  only  by  the  PSRO  and  BQA.     This  segment  of  your  workbook  provides 
information  on  what  these  data  elements  are  and  guidelines  on  how  they  are 
collected  and  reported.     Field  tests  will  be  conducted  within  selected 
PSROs  to  evaluate  how  they  are  used  as  a  part  of  the  PSRO  management  in- 
formation system. 

The  PSRO  data  elements  are; 

Number  of  Days  Assigned  at  Admission;     the  number  of  days  certified 
at  admission. 

Admission  Certification  Process;     the  review  procedure  used  and 
the  outcome. 

Basis  for  Initial  Assignment  of  Length  of  Stay;     the  standards 
used  to  assign  the  expected  length  of  stay  at  admission. 

Admission  Certification  Level  of  Review:    the  level  of  review  and 
physician  advisor  involvement. 

Total  Number  of  Days  Certified:    a  summation  of  all  the  certified 
days  of  hospitalization. 

Total  Number  of  Reviews  Referred  to  Physician  Advisor:     the  total 
number  of  concurrent  reviews  referred  to  a  physician  advisor  for 
decisions  on  certification  of  admission  and  extensions  of  stay  for 
a  patient. 

Total  Number  of  Extensions  Approved;     the  total  number  of  extensions 
approved  for  a  patient  during  one  hospitalization. 

Extension  Denial:    a  physician  advisor  decision  to  deny  an  extension 
of  a  patient's  hospital  stay. 

The  data  base  formed  by  these  elements  is  used  primarily  to  develop  reports 
on  the  review  process  within  each  hospital  and  within  the  entire  PSRO.  Pro- 
files on  physicians,  patients,  institutions,  and  lengths  of  stay  by  diagnosis 
(norms)  can  be  developed.     The  BQA  concurrent  Review  Activity  Report  (Form 
BQA,  121)  is  an  example  of  how  elements  from  part  A  are  combined  with 
elements  from  part  B  to  develop  information  useful  to  the  PSRO  in  managing 
and  to  BQA  for  monitoring ithe  PSRO's  activities. 


-Bl- 


17.     INTRODUCTION:     PHDDS,  PART  B 

QUESTIONS 

Mark  the  one  correct  answer  for  each  of  the  following  questions: 

1.    Which  of  the  following  is  the  best  statement  of  the  purpose  for  the 
PHDDS,  part  B  data? 

 A.  To  monitor  admission  and  discharge  patterns. 

 B.  To  control  costs. 

 C.  To  monitor  certification  and  extension  statistics. 

 D.  To  monitor  length  of  stay  for  all  federally  reimbursed  patients 


2.  On  which  patients  is  the  PHDDS  collected? 
 A.  Medicare 

 B.  Medicaid 

 C.     Title  V 

 D.    None  of  the  above. 

 E.    All  of  the  above  . 

3.  Which  of  the  following  is  not  an  item  currently  collected  in  the  PHDDS? 
 A.    The  number  of  days  certified  initially. 

 B.    Total  number  of  extensions  granted  . 

 C.    Total  number  of  certified  days  used. 

 D.    Total  number  of  days  certified. 

Questions  4  through  10  appear  as  statements.  Read  each,  and  decide  whether 
the  statement  is  TRUE  (T)  or  FALSE  (F) .     Circle  your  answer. 

4.  PHDDS  includes  PSRO  specific  data  elements.  (T) (F) 

5.  Person  identifiers  will  provide  a  data  base  for  federal 

reports.  (T) (F) 

6.  PSRO  staff  must  abstract  and  report  PHDDS  data  on  all 

patients.  (T) (F) 

7.  PSRO-specif ic  data  elements  are  called  part  B  of  PHDDS*  (T) (F) 

CO  ON  TO  PAGE  B3 
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17.     INTRODUCTION:  PHDDS,  PART  B 

QUESTIONS  (Continued) 

8.  The  PHDDS  data  have  been  developed  to  meet  minimal  PSRO  needs.     (T) (F) 

9.  The  PSRO  can  relay  its  tape  of  "merged"  PHDDS  for  all  its 
hospitals  to  the  Bureau  of  Quality  Assurance.  (T) (F) 

10.     PHDDS  data  elements  can  be  combined  to  develop  profiles, 

management  reports,  norms,  and  PSRO  self-evaluation  reports.        (T) (F) 
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18.     NUMBER  OF  DAYS  ASSIGNED  AT  ADMISSIO 

ITEM  INFORMATION  SHEET 

Recording         Admission  Certification   |l|2[  Initial  Length  of 

Format:  50th  Percentile  ^   Other  □  Stay  Certified  ^2] days 


Description 


Data  Uses 


Source  of 
Information 


Cautionary 
'Notes 


Recommenda- 
tions 


Rules/ 
Procedures 


Record  the  number  of  days  (00-99)  of  hospital  stay  certified  at 
admission.     The  date  of  admission  is  the  starting  point  in  counting 
the  number  of  days  assigned. 

When  the  admitting  diagnoBis  or  condition  is  not  clear,  additional 
reviews  are  conducted  to  allow  time  for  resolution  of  the  patient's 
condition.     If,  during  additional  review,  a  diagnosis  is  established 
and  a  length  of  stay  is  certified,  record  the  number  of  days  certified 
using  the  admission  date  as  the  initial  day.     If  no  diagnosis  is 
established  during  the  additional  reviews  conducted  at  frequent, 
short  (for  example,  two-day  or  three-day)  intervals,  record  the 
number  of  days  between  admission  and  the  first  continued  stay  review 
date.   


Expected  length  of  stay  according  to  diagnosis  or  problem  is  used  for 
systematic  monitoring  of  length  of  stay  for  each  patient.     It  is 
also  a  criterion  for  retrospective  review  of  patterns  of  hospital 
inpatient  utilization  and  the  effectiveness  of  admission  certification. 


Primary  Source  Document: 
Secondary  Source: 


.  Differentiate  the  date  of  patient's  admission  from  the  date  of 

initial  review  for  hospital  stay  certification. 
.  Distinguish  between  expected  length  of  stay  and  actual  length  of  stay 
.  Do  not  adjust  expected  length  of  stay  (stay  certified  at  admission) 

if  patient's  actual  stay  is  shorter. 
.  A  hospital  stay  not  certified  is  counted  as  00  although  patient  may 

have  remained  in  the  hospital  24  or  more  hours. 
.  When  length  of  st;ay  (50th  percentile)  is  used,  follow  instructions  on 

which  number  of  days  to  use. 
.  Record  00  as  the  number  of  days  assigned  for  patients  who  are 

discharged  before  admission  review  is  conducted. 


Explain  methods  of  assigning  days  on  admission  according  to  regional 
norms*  or  locally  developed  criteria  for  specific  diagnoses. 
Review  type  of  admissions  (emergency,  urgent,  and  elective)  as  they 
relate  to  review  for  assignment  of  days  and  the  working  days*  for 
initial  review. 

Prepare  examples  of  admissions  without  working  diagnoses.  Include 
some  diagnoses  that  were  established  after  review,  and  others  that 
remain  unclear.     Indicate  how  the  number  of  days  is  established  for 
both  types  of  admissions. 

Audit  periodically  for  accuracy  in  abstracting  initial  days  assigned. 
Establish  procedures  to  verify  and  correct  if  necessary  any  numbers 
obviously  transposed  or  erroneously  recorded  on  utilization  review 
form.  


What  variations  in  procedures  are  to  be  followed  in  abstracting 
records  from  delegated  and  nondelegated  hospitals? 

What  procedures  should  be  followed  if  the  days  certified  at  admission 
are  not  entered  on  the  utilization  review  form  in  patient's  medical 
record? 

What  procedures  should  be  followed  if  the  abstractor  believes  the 
number  of  days  has  been  erroneously  recorded  on  source  document? 

Other  rules: 


*See  Glossary 
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18.     NUMBER  OF  DAYS  ASSIGNED  AT  ADMISSIO: 
RECORDING  EXERCISE 

Use  the  norms/standards/criteria  established  for  your  PSRO  to  complete  the 
following  practice  exercise.     Locate  the  diagnosis,  problem,  or  appropriate 
number  of  days  for  undiagnosed  admissions  in  your  PSRO  and  assign  the 
appropriate  number  of  days  or  the  50th  percentile  for  each. 

1.  Patient  is  admitted  on  January  3  with  an  admitting  diagnosis  of 

f istula-in-ano.   

2.  A  patient,  age  55,  is  admitted  on  Friday  the  7th  at  5  p.m.  with  a 
liver  disease  of  unknown  etiology.    He  is  jaundiced.    A  liver 
biopsy  was  taken  and  the  results  are  not  available  at  10  a.m. 
Saturday  when  this  admission  is  reviewed.  

3.  An  elderly  patient  is  admitted  February  5  at  11  a.m.  for  periarthritis 
in  the  right  shoulder.    The  physician  has  scheduled  her  for  surgery. 


A.    A  35-year-old  woman  is  admitted  on  February  6  for  a  detached  retina 

and  is  scheduled  for  operation.  

For  the  remaining  recording  problems  in  the  exercise,  record  the  number  of 
days  and  the  date  that  is  the  starting  point  in  computing  the  number  of 
days  assigned  at  admission. 

5.  A  patient  is  admitted  to  the  hospital  on  January  14  because  of  recurrent 
thyroid  malignancy.    There  is  a  presence  of  nodules.    How  many  days 

should  be  assigned  according  to  your  norms?  

What  is  the  starting  point  for  computing  these 

days?  

6.  A  patient  is  admitted  to  the  hospital  on  January  12  for  suspected 
tumors  in  the  upper  urinary  tract.    On  January  13,  x-ray  evidence  of 
a  tumor  is  confirmed.    How  many  days  are  assigned  at  admission? 


What  is  the  first  day  of  this  period?  

Use  your  PSRO  form  or  a  copy  of  the  sample  PSRO  form  provided  in  Appendix  D 
and  record  the  number  of  days  assigned  for  these  six  situations. 


18.     NUMBER  OF  DAYS  ASSIGNED  AT  ADMISSION 


QUESTIONS 

For  questions  1  through  10  select  the  one  best  answer. 

1.    The  patient  was  admitted  to  the  hospital  on  September  1,  1975,  with 
a  diagnosis  of  thrombophlebitis.     Initial  review  was  conducted  on 
September  2,  and  hospitalization  of  the  patient  was  deemed  appropriate. 
Based  on  the  patient's  disease  and  age  (65)  the  number  of  days  certified 
was  9.     What  date  is  used  as  the  starting  point  for  the  number  of  days 
assigned  at  admission? 

 A.  September  1 

 B.  September  2 

 C.  September  9 

D.  00 


2.  A  50-year-old  man  was  admitted  to  Community  Hospital  on  September  7, 
1975,  with  diagnosis  of  prolapsed  intervertebral  disk  and  was  scheduled 
for  surgery  on  September  8.     Initial  review  was  conducted  on  September  8 
with  assignment  of  11  days  of  expected  length  of  stay. 

If  the  50th  percentile  is  used  to  record  the  number  of  days  of  hospital 
stay  certified,  which  number  is  recorded? 

What  date  is  the  starting  point  in  counting  the  number  of  days  assigned 
to  determine  discharge  date? 

 A.  15  and  September  8 

 B.  11  and  September  8 

 C.  11  and  September  7 

 D.  15  and  September  7 

3.  A  57-year-old  man  was  admitted  on  September  9  because  of  transient 
episodes  of  hemiplegia  and  hemianesthesia  affecting  right  arm  and  hand. 
The  first  review  on  September  10  showed  patient  was  scheduled  for 
carotoid  arteriogram,  and  additional  reviews  on  September  10  and  11 
showed  arteriogram  and  brain  scan  negative.    Patient  was  discharged  on 
the  morning  of  September  12  with  a  presumptive  diagnosis  of  transient 
ischemic  attacks  probably  secondary  to  cerebrovascular  disease. 

What  number  is  recorded  for  the  number  of  days  of  hospital  stay  certified 
at  admission?  1 

 A.  10 

 B.  11 

 C.  01 

D.  09 


4.    A  65-year-old  woman  was  admitted  to  the  hospital  on  September  23,  1975, 
with  a  history  of  chronic  cholecystitis.     Admission  review  on  September 
24  showed  that  patient  was  scheduled  for  oral  cholecystogram  on  the 
morning  of  September  24.     Hospitalization  was  deemed  inappropriate. 

What  number  is  recorded  for  the  number  of  days  of  hospital  stay  certified 
at  admission? 

  A.     01   C.  23 

 _B.     00   D.  24 

GO  ON  TO  PAGE  B9 
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18.     NUMBER  OF  DAYS  ASSIGNED  AT  ADM1S 


QUESTIONS  (Continued) 

5.  A  66-ycar-old  man  was  admitted  to  the  hospital  on  September  6  with 
anorexia,  vomiting,  nausea,  back  pain,  and  abnormal  glucose  tolerance 
test.     No  diagnosis  was  established  on  first  review,  September  8. 
Second  review  on  September  10  showed  the  patient  scheduled  for  explorator 
laparotomy.     Third  review  on  September  12  showed  an  established  diagnosis 
of  adenocarcinoma  of  pancreas.     Number  of  days  assigned  as  expected 
length  of  stay  was  17. 

What  Is  the  starting  date  for  17  days  of  certified  stay? 

 A.  September  6 

 B.  September  10 

 C.  September  12 

 D.  September  25 

6.  A  23-year-old  pregnant  female  was  admitted  to  the  hospital  in  labor  on 
September  10  and  discharged  the  morning  of  September  11  with  diagnosis 
of  false  labor.     The  regional  norm  for  false  labor  is  one  day  and  the 
review  coordinator  assigned  one  day  of  certified  stay. 

How  Is  the  length  of  this  hospitalization  recorded? 

 A.  1 

 B.  01 

 C.  ONE 

D.  001 


7.    A  premature  live  newborn  was  delivered  on  September  23  in  the  hospital. 

The  baby's  mother  is  a  recipient  of  Title  XIX. 

Should  the  baby's  stay  in  the  hospital  be  certified  for  number  of  days 
assigned? 

 A.  Yes 

B.  No 


8.    A  41-year-old  female  was  admitted  on  March  13  with  a  diagnosis  of  left 
breast  mass.    Admission  review  on  March  13  showed  a  breast  biopsy 
procedure  scheduled  for  March  14.     Additional  review  on  March  15  showed 
an  established  diagnosis  of  fibrocystic  disease  by  frozen  section 
examination.    Patient  was  discharged  on  March  14.    The  regional  norm 
for  nonoperated  cystic  disease  of  breast  is  two  days. 

Although  the  patient  was  discharged  prior  to  second  admission  review  date 
can  the  length  of  stay  be  recorded  as  certified  for  two  days? 

 A.  Yes 

B.  No 
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18.     NUMBER  OF  DAYS  ASSIGNED  AT  ADMISSION 


QUESTIONS  (Continued) 

9,    A  59-year-old  male  was  admitted  on  March  7  for  bilateral  inguinal  hernia 
repairs.     Admission  review  showed  patient  had  symptomatic  pulmonary 
emphysema  as  a  complicating  factor.     He  was  scheduled  for  surgery  on 
March  8.     Length-of-stay  certified  was  11  days.     Patient  was  discharged 
on  March  17. 

i 

How  many  days  are  recorded  as  the  number  of  days  assigned  at  admission? 

 A.      3  days 

 B.     11  days 

 C.      8  days 

 D.     12  days 

10.     An  83-year-old  female  was  admitted  to  the  hospital  from  the  emergency 

department  on  September  13  with  a  diagnosis  of  intertrochanteric  fracture 
of  the  right  hip.     Admission  review  on  September  J.5  showed  patient  had 
acute  renal  failure,  gastrointestinal  hemorrhage,  and  anemia.  She 
was  also  noted  to  have  a  severe  ischemic  ulcer  of  the  left  leg.  The 
number  of  days  certified  at  admission  was  21  days.     The  patient  died  on 
the  15th  hospital  day. 

What  number  is  recorded  for  the  number  of  hospital  days  certified? 
What  is  the  starting  date  for  counting  the  number  of  days  certified 
at  admission? 

 A.     21  and  September  15 

 B.    21  and  September  13 

 C.     13  and  September  15 

 D.     15  and  September  15 


1  i 
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19.     ADMISSION  CERTIFICATION  PROCESS 


ITEM  INFORMATION  SHEET 


Recording       Admission  Review  Date    9  /  17/  75 

Format:    Mo*  Dav  Yr* 

Cranted  |  **  [  Denied      Q  Preadmission 

(    \  Concurrent  admission  review  NOT  performed 


Description 


Data  Uses 


Source  of 
Information 


Cautionary 
Notes 


Recommenda- 
tions 


Rules/ 
Procedures 


Concurrent 


The  type  of  admission  review  procedure  used  and  the  result  are 
recorded  as  follows:  preadmission  review  with  certification  granted, 
concurrent  reviews  showing  certification  granted  or  denied,  or  con- 
current admission  review  not  performed. 


This  item  will  assist  in  validating  norms  for  admission  certification 
procedures  and  their  results.     It  will  be  useful  in  identifying 
problems  in  the  certification  review  process  and  attributing  them  to 
physicians,  diagnoses*  and  institutions.     It  also  will  indicate  areas 
of  smooth  operation. 


Primary  Source  Document: 
Secondary  Source: 


.  Preadmission  review  with  denial  of  admission  certification  is  not 
included  in  the  data  to  be  recorded. 

.  If  the  hospital  has  a  preadmission  review  program,  check,  to  Bee 
whether  all  elective  admissions  are  included  or  only  those  of 
patients  of  certain  physicians. 

.  Be  sure  that  admission  review  with  certification  denied  has  been 
authenticated  by  a  physician  reviewer  or  the  utilization  review 
committee  chairman. 

.  Follow  the  local  or  regional  procedures  on  certification  require- 
ments for  emergency  admissions.  (| 

.  Mark  this  data  item  "concurrent  admission  review  NOT  performed 
for  all  patients  identified  as  eligible  for  government  funding 
more  than  two  working  days  after  being  hospitalized.  Complete 
continued  stay  review  data  for  such  patients. 


Prepare  examples  of  preadmission  review  programs  in  hosptials  and 
explain  the  difference  between  preadmission  review  and  concurrent 
review. 

Prepare  guides  on  admissions  to  be  recorded,  as:  term  pregnancy  with 
delivery,  normal  newborn,  and  emergency  admissions. 
Review  the  steps  taken  in  concurrent  admission  review  with  certifi- 
cation denied,  and  develop  procedures  for  abstractors  to  verify 
certification  denied  by  reviewing  form  for  physician  advisor 
signature. 

Prepare  sample  source  forms  for  abstracting  that  show  admission 
review  date  followed  by  admission  certification  approved  and  denied 
check-off  items. 

If  source  forms  record  reconsideration  of  admission  certification 
denial  by  utilization  review  committee,  the  final  determination  of 
the  committee  to  grant  certification  or  deny  certification  is 
needed . 


Are  there  any  special  rules  or  procedures  for  handling  admissions  of 
less  than  24-hour  stay? 
Other  rules: 
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ADMISSION  REVIEW  PROCEDURES 

Admission  certification  is  a  form  of  medical  care  review  in  which  an  assess- 
ment is  made  of  the  medical  necessity  of  a  patient's  admission  to  a  hospital. 
Its  purpose  is  to  ensure  that  patients  requiring  a  hospital  level  of  care 
are  admitted  to  a  hospital,  that  diagnostic  or  therapeutic  care  that  could 
be  provided  at  a  nonhospital  level  of  care  is  not  provided  on  a  hospital 
inpatient  basis  without  appropriate  justification,  that  hospital  admissions 
are  not  being  inappropriately  delayed,  and  that  a  diagnosis-specific  or 
problem-specific  length-of-stay  certification  is  assigned  for  certified 
admissions . 

Admission  certification  for  concurrent  admission  review  is  performed  within 
two  working  days  of  the  patient's  admission.     Admission  certification  for 
elective  admissions  can  be  performed  prior  to  admission  (preadmission 
certification)  if  a  hospital  desires.     If  admission  is  certified  as  medically 
necessary,  an  initial  length  of  stay  will  be  assigned      If,  however    rev  ew 
indicates  that  admission  is  not  medically  necessary,  the  attending  physician 
is  notified  within  two  working  days*  of  admission  to  afford  him  an  opportunity 
to  present  his  view  prior  to  the  final  determination.     If  the  final  determination 
is  that  medical  necessity  for  the  admission  has  not  been  shown,  the  review 
committee  shall  notify  the  hospital,  the  patient,  the  attending  fy^™' 
and  any  appropriate  state  agency  responsible  for  reimbursement  of  hospital 
bills  within  two  working  days  after  admission. 

Preadmission  review  with  certification  granted:    Physician  has  "quested 

admission  for  patient  and  has  submitted  tbe  necessary  medical  information, 
such  as  diagnosis  or  probelms,  any  conditions  that  might  affect  patient 
management  or  length  of  stay,  physician's  plan  for  treatment,  and 
sometimes  the  physician's  admission  orders  for  tests,  diets,  and  the 
like.     The  request  is  reviewed  for  compliance  with  specific  criteria. 
If  it  meets  the  necessary  criteria,  certification  is  granted. 

Concurrent  admission  review  with  certification  granted:    Admission  "view 

performed  within  two  Working  days  of  patient's  admission  on  all  admis- 
sions—including those  admissions  classified  as  urgent,  semi-urgent, 
or    emergency,  and  those  found  to  be  medically  necessary. 

Concurrent  admission  review  with  certification  denied:    Admission  "view 

performed  within  two  working  days  of  patient's  admission  on  elective 
or  emergency  admissions,  when  review  indicated  admission  is  not, 
medically  necessary,  and  the  final  determination  after  consultation 
with  patient's  physician  is  that  medical  necessity  of  admission 
has  not  been  shown. 

Concurrent  admission  review  not  performed: 

1.     A  patient  is  admitted  to  the  hospital,  usually  on  an  urgent  or 
emergency  basis.     There  may  be  a  specific  diagnosis  or  problem 
and  the  patient's  condition  may  justify  an  admission  certification, 
however,  the  patient  is  discharged  before  the  admission  review 
can  be  conducted.     Because  no  concurrent  review  was  conducted, 
only  a  retrospective  review  can  certify  this  admission.  This 
indicator  will  provide  information  on  the  admission  review 
process  for  holidays  and  weekends  and  on  admission  patterns 
for  specific  diagnoses  or  problems.     It  also  provides  information 
on  the  timeliness  of  the  admissions  review  within  the  institution. 

CO  ON  TO  PAGE  B13 
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2.  A  patient  is  admitted  to  a  hospital  and  not  identified  as  a 
title  program  beneficiary  until  after  discharge.     This  most  often 
occurs  in  Title  XIX  Medicaid  cases.     Again  a  retrospective  review 
is  conducted  of  both  the  necessity  for  admission  and  the  duration 
of  the  hospital  stay. 

3.  A  patient  is  admitted  to  the  hospital  and  identified  as  a  title 
program  beneficiary  more  than  two  working  days  after  admission 
but  before  discharge.     The  review  performed  in  this  case  is 
reported  as  a  continued  stay  review  rather  than  an  admission 
certification  review,  even  though  the  need  for  admission  may 
also  be  reviewed. 


RECORDING  EXERCISES 

1.  Patient  admitted  at  11  p.m.  with  a  diagnosis  of  acute  myocardial 
infarction  is  reviewed  the  following  morning.    The  patient's  condition 
meets  the  established  criteria  for  this  diagnosis. 

Record:    concurrent  certification  granted    1  X  | 

2.  Patient  admitted  with  chest  pains  at  11  p.m.  is  discharged  the  next  day 
at  8:30  a.m.  before  the  concurrent  review  is  conducted. 

Record:    no  concurrent  review  before  discharge  1  X  \ 

3.  Physician  requests  admission  for  a  patient  who  will  undergo  elective 
6urgery.    The  request  is  reviewed  by  the  physician  advisor  and  denied, 
and  the  patient  was  not  admitted. 

Record  NOTHING;  this  is  not  an  admission. 

A.    Physician  requests  admission  for  a  patient  who  will  undergo  elective 
surgery.    The  request  is  reviewed,  and  admission  certification  is 
granted  prior  to  the  patient's  admission. 

Record:    preadmission  certification  granted    \  X  | 
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QUESTIONS 

For  questions  1  through  5,  select  the  one  best  answer. 

1.  The  purpose  of  the  admission  certification  review  is  to  assess: 
 A.     reimbursement  for  hospitalization 

i 

 B.    cost  containment  program 

 C.    medical  necessity  of  patient's  admission 

 D.    utilization  of  a  hospital 

2.  The  procedures  for  admission  review  are: 

 A.    preadmission  and  retrospective  review 

 B.    concurrent  and  retrospective  review 

 C.    preadmission  and  concurrent  review 

 D.    concurrent  review  only  , 

3.  The  result  of  admission  review  is: 
 A.    certification  granted 

 B.     certification  denied 

 C.    certification  granted  or  denied 

 D.    certification  monitored  i 

A.    Admission  certification  process  requires  recording  the  following 
specific  information: 

 A.  preadmission  or  concurrent  review 

 B.  preadmission  or  concurrent  approved 

 C.  preadmission  granted  or  concurrent  approved  or  denied 

 D.  preadmission  denied  or  concurrent  approved  or  denied 


i 

GO  ON  TO  PAGE  B15 
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QUESTIONS  (Continued) 

5.  The  purpose  of  PHDDS  data  item,  admission  certification  process, 
is  to  indicate: 

 A.     the  admission  review  procedure  used 

 B.     the  outcome  of  the  review 

 C.    both  A  and  B 

 D.    neither  A  nor  B 

For  questions  6  through  10,  decide  if  the  statement  is  TRUE  (T)  or  FALSE  (F) . 
Circle  your  answer. 

6.  Concurrent  admission  review  is  conducted  within  one  working  day.     (T) (F) 

7.  Admission  reviews  are  conducted  on  all  elective  admissions.  (T) (F) 

8.  Preadmission  certification  is  required  of  all  hospitals  in 

the  PSRO.  (T)(F) 

9.  Timeliness  is  an  important  consideration  for  this  PHDDS  item.  (T) (F) 
10.    Emergency  admissions  are  included  in  this  review.                              (T) (F) 
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ITEM  INFORMATION  SHEET 
Recording         X  1. 

Format:    2. 

3. 


Description 


Data  Uses 


Source  of 
Information 


Cautionary 
Notes 


Recommenda- 
tions 


Rules/ 
Procedures 


20.     BASIS  FOR  ASSIGNMENT  OF  INITIAL  LENGTH  OF  STAY 

PSRO  Norma/Standardu  I 
Yes,  PSRO  norms/standards  used  1.  [~X~j 

No,  PSRO  norms/standards  not  available      OR      2.  [ 
No,  unclear  diagnosis  -j_  |  [ 


PSRO  approved  norms/standards  are  used  to  determine  the  expected 
length  of  stay  for  the  patient  at  admission  certification. 


This  item  provides  parameters  for  the  screening  of  physician,  patient, 
and  diagnosis  profiles.     It  also  provides  a  basis  for  the  comparison 
of  data  and  for  the  updating  of  standards,  norms,  and  criteria. 


Primary  Source  Document: 
Secondary  Source: 


If  this  item  has  not  been  included  on  the  source  document  form,  check 
with  review  coordinator  for  other  source  of  information. 
Norms  and  standards  are  subject  to  change  as  criteria  are  developed 
for  more  diagnostic  conditions  and  problems. 

The  answer  for  this  item  is  either  Yes,  PSRO  norms/standards  are 
used  or  No,  they  are  not  used.    However,  codes  2  and  3  explain  the 
reason  for  the  No  response  if  the  local  PSRO  elects  to  collect 
this  data. 


.  Norms  are  medical  care  appraisal  norms  and  are  numerical  or  statisti- 
cal measures  of  usual  observed  performance. 

.  Standards  are  professionally  developed  expressions  of  the  range  of 
acceptable  variation  from  a  norm  or  criterion. 

.  Be  sure  that  this  item  is  recorded  on  the  utilization  review  form 
or  abstract  for  each  patient. 

.  List  any  delegated  hospitals  authorized  by  PSRO  to  use  standards/ 
norms  developed  by  the  hospital  medical  staff,  and  inform  abstractors 
if  these  are  to  be  recorded  as  PSRO  standards/norms. 

.  Clarify  how  PSRO  norms/standards  for  diagnosis  or  problem(s)  are 


use. 


Instruct  staff  to  classify  a  No  response  as, code  2  or  3  if  local 
PSRO  elects  to  collect  these  data. 


What  procedure  is  followed  if  PSRO  has  authorized  a  delegated  hospital 
to  use  the  standards/norms  already  developed  and  being  developed  by 
the  hospital  medical  staff? 

What  procedure  is  followed  in  checking  to  see  that  hospitals  have 
used  the  latest  issue  of  standards/norms  developed  or  adopted  by 
PSRO? 

Other  rules: 


o 
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Figure  1 


Number  of 
Pat  lent a 


Norms  for  Length  of  Stay  of 
Acute  Myocardial  Infarction  in  PSRO  Area 

25th  percentile    50th  percentile      75th  percentile 


7  14  Z* 

Number  of  days  of  hospitalization 


T 

as 


Historical  data  on  patient  hospitalization  for  a  specific  diagnosis  are 
used  as  the  basis  for  establishing  length-of-stay  norms.  In  figure  1, 
25  percent  of  all  patients  with  a  diagnosis  of  acute  myocardial  infarction 
were  hospitalized  for  7  days  or  less;  50  percent  for  14  days;  and  75  percent 
for  21  days  or  longer.     Length  of  stay  presents  a  statistical  way  for 
estimating  the  length  of  hospitalization. 
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20.     BASIS  FOR  ASSIGNMENT  OF  INITIAL  LENGTH  OF  STAY 


RECORDING  EXAMPLES 

The  PSRO  may  adapt  or  adopt  length-of-stay  norms  developed  by  hospital  dis- 
charge abstract  systems.     Some  are  national,     others  are  by  state  or  by 
region  (several  states  or  an  area  within  a  state). 

An  example  of  a  regional  length-of-stay  norm  for  acute  myocardial  infarction: 
Single  DX 


A.  Not  Operational   5Qth  Percentile      75th  Percentile 


0-19  yrs 

12 

18 

20-34 

15 

20 

35-49 

17 

20 

50-64 

17 

21 

65  + 

18 

21 

An  example  of  a  statewide  length-of-stay  norm: 


Recommended  duration  of  hospital  stay 

20-25  days  (20  days  after  control  of  any  complications  occurring 
in  the  first  5  days) 

A  52-year-old  patient  admitted  to  a  hospital  with  a  diagnosis  of  acute 
myocardial  infarction  would  be  granted  an  initial  length  of  stay  as  follows 
(both  would  be  recorded  as  Code  1) : 

Using  regional  norms  Using  a  statewide  norm 

17  days  20  days 

For  the  following  two  admissions,  use  the  norms /standards  for  your  PSRO. 
If  there  is  no  norm/standard  available  or  the  situation  has  an  unclear 
diagnosis,  record  the  appropriate  code. 

1.  A  window  washer  falls  eight  stories  to  the  ground,  sustaining  multiple 
fractures  of  right  leg,  left  leg,  right  arm,  and  left  arm,  as  well  as 
fracture  of  the  Jaw  and  internal  bleeding. 

2.  Patient  was  admitted  with  a  diagnosis  of  arterial  occlusion  in  lower 
extremity  caused  by  arteriosclerosis  obliterians.     History  showed 
previous  cerebral  vascular  accident  with  left  herpiparcsis.     Patient  was 
admitted  primarily  for  evaluation  of  possible  bypass  surgery.  Treatment 
for  gangrene  and  amputation  are  distinct  possibilities.     A  series  of 
tests  and  consultations  will  be  required. 
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20.     BASIS  FOR  ASSIGNMENT  OF  INITIAL  LENGTH  OF  STAY 


EXERCISES 

Complete  your  PSRO  form  or  a  copy  of  the  sample  form  provided  in  Appendix 
D.     Use  your  PSRO  standards/norms/criteria  to  assign  the  initial  length 
of  stay. 

1.    A  52-year-old  male  was  admitted  to  the  hospital  on  03/04/75  because 
of  weakness,  hypotension,  and  acute  exhaustion.     He  had  a  20-year 
history  of  rheumatoid  arthritis  and  acute  exacerbation  of  joint 
problems  because  of  inadvertent  discontinuance  of  prednisone  therapy. 

Record  as  code 


2.    An  83-year-old  male  was  admitted  02/10/75  with  a  diagnosis  of  left- 
middle  cerebral  occlusion  and  an  associated  diagnosis  of  arterio- 
sclerotic heart  disease  with  atrial  fibrillation. 


Record  as  code 


3.    A  5-month-old  infant  admitted  on  03/17/75  with  a  diagnosis  of 
bronchiolitis . 

i 

Record  as  code 


4.    A  64-year-old  male  admitted  on  03/19/75  for  an  evaluation  of 
carcinoma  of  the  throat  that  was  treated  with  cobalt  two  years 
previously. 

Record  as  code 


5.    A  31-year-old  male  was  admitted  on  01/20/75  through  the  emergency 

department  with  multiple  injuries  sustained  in  an  automobile  accident. 
X-rays  showed  a  supracondylan  fracture  of  left  femur  and  several 
fractures  of  the  pelvis. 

Record  as  code 


-NOTES- 
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20.     BASIS  FOR  ASSIGNMENT  OF  INITIAL  LENGTH  OF  STAY 


QUESTIONS 

For  questions  1  and  2,  select  the  one  best  answer. 

1.    The  selection  of  code  1  as  the  basis  for  assignment  of  the  initial 
length  of  stay  means: 

 A.  No  PSRO  norms  are  available  for  the  diagnosis. 

 B.  PSRO-approved  standards  and  norms  are  used. 

 C.  The  diagnosis  is  used  only  for  admission. 

 D.  The  diagnosis  is  used  only  for  concurrent  reviews. 


2.     Using  the  following  sample  format  for  norms  for  the  multiple  diagnosis, 
select  the  length  of  stay  for  a  43-year-old  male  with  complications 
who  is  scheduled  for  surgery. 

 A.  14  

SAMPLE 

 B.  15 

Length-of-Stay  Norms 
 C.     17  With  complications: 


Multiple  DX  With  Surgery 


50th 

75th 

0-19  yrs 

14 

18 

20-34 

15 

19 

35-49 

17 

19 

50-64 

17 

20 

65  + 

18 

20 

Statements  are  made  in  questions  3  through  5.  Read  each,  determine  if 
the  statement  is  TRUE  (T)  or  FALSE  (F) ,  and  circle  your  answer. 

3.  A  standard  is  a  professionally  developed  expression  (T) (F) 
of  the  patient's  expected  medical  condition. 

4.  The  PSRO  can  accept  only  PSRO  standards/norms.  (T)(F) 

5.  A  norm  is  a  statistical  measure  of  observed  performance.  (T)(F) 
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BASIS  FOR  ASSIGNMENT  OF  INITIAL  LENGTH  OF  STAY 

-NOTES- 


t 
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21. 


ITEM  INFORMATION  SHEET 

Recording     |XJ  First  level 

Format:   

|     |  Second  level 

^]  No  review 


Description 


Data  Uses 


Source  of 
Information 


Cautionary 
Notes 


Recommenda- 
tions 


Rules/ 
Procedures 


ADMISSION  CERTIFICATION  LEVEL  OF  REVIEW 
1. 

OR     □  2. 
□  3. 


Admission  certification  review  can  be  done  at  two  levels.  If 
certified  by  the  review  coordinator,  it  is  the  first  level  of 
review.     If  the  admission  was  referred  to  a  physician  advisor  or 
the  physician  committee  fulfilling  this  function,  the  review  is 
reported  as  the  second  level.    A  third  category,  no  review,  is 
used  when  a  patient  is  discharged  before  there  has  been  a  review  of 
the  admission. 


This  item  is  based  in  determining  the  effectiveness  of  subsets  of 
norms,  standards,  and  criteria  for  us^  by  review  coordinators  in 
screening  admissions.     It  also  is  used  to  develop  profiles  and 
incident  rates  on  admission  level  of  review. 


Primary  Source  Document: 


Secondary  Source: 


Distinguish  between  admission  certification  and  continued  stay 
review  entries  on  utilization  review  form  or  abstract. 
If  first  admission  review  is  followed  by  an  additional  one  to 
determine  the  medical  necessity  or  the  length  of  stay  to  be 
assigned,  record  the  level  of  review  for  the  first  admission 
review.     Know  whom  to  consult  if  this  type  of  information,  such 
as  dates  of  all  admission  reviews  with  level  of  review,  is  not 
recorded  on  the  source  document. 


Admission  referral  to  utilization  review  committee  or  a  second 
physician  advisor  for  approval  or  denial  of  certification  is 
recorded  as  second  level  of  review. 

Reconsideration  of  certification  by  a  utilization  review 
committee  is  recorded  as  second  level  of  review. 
Develop  guidelines  for  any  recording  procedures  that  may  vary 
between  delegated  and  nondelegated  hospitals,  such  as  admission 
certification  performed  at  the  PSRO  level  rather  than  at  the 
hospital  level. 

Explain  the  individual  roles  of  the  review  coordinator  (RC) 
physician  advisor  (PA)*,  and  utilization  review  committee  (URC) 
or  physician  committee  in  admission  certification  procedures. 


Who  is  consulted  if  there  is  any  question  regarding  the  level  of 
review? 

If  necessary,  who  will  identify  signatures  and  titles? 


*See  Glossary 
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21.     ADMISSION  CERTIFICATION  LEVEL  OF  REVIEW 


EXAMPLES 

EXAMPLE  OF  REFERRALS  TO  PHYSICIAN  ADVISOR 

A  65-ycar-old  woman  was  admitted  to  the  hospital  with  a  diagnosis  of 
pneumonia.     Information  in  the  medical  record  did  not  meet  the  admit- 
ting criteria  for  pneumonia,  and  the  review  coordinator  referred  the 
admission  to  the  physician  advisor.     The  physician  advisor  obtained 
supplementary  information  from  the  attending  physician  and  certified 
the  admission. 

EXAMPLE  OF  MULTIPLE  REVIEWS  CONDUCTED  FOR  RESOLUTION  OF  PATIENT'S  CONDITION 

Patient  was  admitted  with  severe  chest  pain.     Review  coordinator 
scheduled  another  review  48  hours  after  admission.     On  second  review 
the  diagnosis  of  myocardial  infarction  haid  been  established,  and 
review  coordinator  certified  admission  at  the  first  review. 


EXAMPLE  OF  NO  REVIEW 

A  20-year-old  male  was  admitted  to  the  hospital  at  10  p.m.  from  the 
emergency  department  with  a  diagnosis  of  acute  gastroenteritis.  The 
following  morning  he  was  discharged  before  the  review  coordinator 
could  review  the  admission. 


-NOTES- 
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21.     ADMISSION  CERTIFICATION  LEVEL  OF  REVIEW 
QUESTIONS 

I 

For  questions  1  through  3,  select  the  one  best  answer.     Decide  which  level 
of  review  is  generally  appropriate. 

1.  A  patient  is  admitted  for  possible  surgery  pending  the  results  of 
diagnostic  studies  and  consultations.     The  review  coordinator 
questioned  whether  these  tests  could  not  be  performed  on  an  ambulatory 
basis. 

 A.     Indicate  coordinator  level  of  review. 

 B.    Indicate  physician  advisor  level  of  review. 

 C.    No  further  review  is  necessary. 

2.  A  patient  is  admitted  with  neurological  signs  and  symptoms  suggesting  a 
brain  lesion.     Coordinator  asks  physician  advisor  which  criteria  to 
use  and  later  certifies  the  admission.     What  should  be  indicated? 

 A.    Level  1  review  (coordinator) 

 B.    Level  2  review  (physician  advisor) 

 C.    No  review 

3.  A  patient  is  admitted  with  a  diagnosis  of  acute  myocardial  infarction. 
The  PSRO  has  criteria  and  norms  for  this  diagnosis. 

 A.    Level  1  review  (coordinator) 

 B.    Level  2  review  (physician  advisor) 

 C.    No  review 

For  questions  A  through  7,  read  each  statement,  and  decide  if  the  state- 
ment is  TRUE  (T)  or  FALSE  (F) .     Circle  your  answer. 

4.  For  PHDDS  purposes,  two  levels  of  review  are  reported.  (T) (F) 

5.  The  review  coordinator  ca,n  deny  admission  certification.  (T)(F) 

6.  The  level  of  review  information  is  required  from  delegated 
hospitals.  (T)(F) 
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-NOTES- 
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22.     TOTAL  NUMBER  OF  DAYS  CERTIFIED 


ITEM  INFORMATION  SHEET 


Recording        Total  Number  of 
Format:  Days  Certified  040 


Total  No.  of 
Days  Certified 


1  0  j  A  1  0 


Description 


Data  Uses 


Source  of 
Information 


Cautionary 
Notes 


Recommenda- 
tions 


Rules/ 
Procedures 


The  total  number  of  days  of  hospital  stay,  000-999,  certified  at 
all  reviews,  whether  concurrent  or  retrospective,  is  reported. 


This  item  is  used  in  evaluating  the  effectiveness  of  the  program  in 
ensuring  that  the  patient  receives  neither  more  nor  less  care  than 
needed.     It  also  provides  a  basis  for  comparative  studies  within 
and  among  hospitals. 


Primary  Source  Document: 


Secondary  Source: 


.  This  number  includes  all  days  of  stay  certified  (first  level  and 

second  level  reviews)  regardless  of  whether  the  days  were  actually 

used  by  the  patient. 
.  This  total  also  will  include  the  days  between  admission  and 

admission  certification  approval. 
.  Be  sure  to  distinguish  between  the  days  used  and  the  total  days 

certified  to  record  only  the  days  certified. 
.  If  the  data  source  form  does  not  identify  the  total  days  certified, 

be  sure  to  identify  the  sections  where  the  days  certified  for 

admission  and  extensions  can  be  located. 
.  If  it  is  necessary  to  add  the  total  number  of  days  certified,  check 

your  computation  for  accuracy. 
.  Be  sure  to  exclude  grace  periods.* 

.  When  a  retrospective  review  denies  the  necessity  for  the  admission, 
the  number  will  be  zero. 


.  Develop  guidelines  for  tabulating  this  information  on  each 
discharge. 

.  Consideration  should  be  given  to  developing  a  cumulative  summary 
section  on  the  data  form  to  facilitate  the  addition  of  the  days 
certified. 

.  Check  how  delegated  hospitals  collect  and  report  their  total  days 
certified . 


Other  rules: 


*See  Glossary 
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22.     TOTAL  NUMBER  OF  DAYS  CERTIFIED 

PRACTICE  EXERCISES 

Exercises  1  through  9  are  presented  on  a  sample  form  used  in  a  delegated 
hospital.     Read  each  situation,  and  examine  the  information  recorded  on  the 
sample  form.     Enter  the  total  number  of  days  certified  for  each  situation. 
The  answers  follow  exercise  9. 

1.    A  76-year-old  male  was  admitted  on  2/16/75  with  signs  of  vascular 

insufficiency  and  gangrene  in  right  leg.    Left  leg  previously  had  been 
amputated  above  the  knee.    Admission  was  for  trial  of  conservative 
treatment  in  hopes  of  averting  another  amputation. 


FOR  UR  OFFICE  USE 
XX]  ADMISSION  CERTIFIED     □  ADMISSION  NOT  CERTIFIED 


RC 


Signature 


2/17/75 
Date 


oDays  initially  certified  17 
03/04/75  (date) 
Anticipated 

oExtension    Discharge  Date    Reason(s)  for  Extension    UR  Physician 


Date 


4>1    3  days 

3/07/75 

BK  AMPUTATION  2/28 

3/01/75 

#2  days 

/  / 

/  / 

03  davs 

/  / 

/  / 

oActual  Discharge  Date 

3/07/75 

/  / 

UR  Coordinator 

TOTAL  DAYS  CERTIFIED 


2.    A  69-year-old  male  was  admitted  on  2/28/75  for  parenteral  treatment  of 
chronic  pseudomonas.     Infection  had  not  responded  to  a  number  of  oral 
regimens  administered  on  an  ambulatory  basis. 

FOR  UR  OFFICE  USE 

Xx]  ADMISSION  CERTIFIED    □  ADMISSION  NOT  CERTIFIED 

oDays  initially  certified  10 

03/05/75  (date) 


RC 

Signature 


02/28/75 
Date 


oExtension 

Anticipated 
Discharge  Date 

Reason(s)  for  Extension    UR  Physician 

Date 

ill    3  days 

03/08/75 

AP 

PENDING  SENSITIVITY  REPORTS  FOR  TRX 

03/02/75 

#2  days 

/  / 

/  / 

03  days 

/  / 

/  / 

oActual  Discharge  Date  03/08/75 


/  / 


UR  Coordinator 
TOTAL  DAYS  CERTIFIED 
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22.     TOTAL  NUMBER  OF  DAYS  CERTIFIED 


PRACTICE  EXERCISES  (Continued) 

3.     An  83-year-old  female  was  admitted  on  2/22/75  from  the  emergency 

department  with  a  fracture  of  the  hip.     An  ulcer  secondary  to  chronic 
stasis  dermatitis  was  present  on  the  left  leg. 

FOR  UR  OFFICE  USE 

[X]  ADMISSION  CERTIFIED    □  ADMISSION  NOT  CERTIFIED  RC   02/24/75 

Signature  Date 

oDays  initially  certified  18 

03/11/75  (date) 
Anticipated 

oExtension    Discharge  Date    Reason(s)  for  Extension    UR  Physician  Date 

ARTERIOSCLEROTIC  NEPHROSCLEROSIS     AP  03/09/75 


02  10  days 

04/16/75 

UREMIA 

AP  03/15/75 

03  days 

/  / 

/  / 

oActual  Discharge  Date 

03/30/75 

/  / 

UR  Coordinator 
TOTAL  DAYS  CERTIFIED 


4.    A  33-year-old  woman  was  admitted  on  3/12/75  for  evaluation  of  severe 
headache  that  started  on  the  morning  of  admission  and  become  progress- 
ively worse  during  the  day  with  no  response  to  prescribed  medications. 

FOR  UR  OFFICE  USE 

1~)  ADMISSION  CERTIFIED    Qj]  ADMISSION  NOT  CERTIFIED  PA  .  3/13/75 

Signature  Date 

oDays  initially  certified   

/    /  (date) 

Anticipated 

oExtension    Discharge  Date    Reason(s)  for  Extension    UR  Physician  Date 


01  _ 

days 

/ 

/ 

/ 

/ 

02  _ 

days 

/ 

/ 

/ 

/ 

03 

days 

/ 

/ 

/ 

/ 

oActual  Discharge  Date  03/14/75    /  / 

UR  Coordinator 

TOTAL  DAYS  CERTIFIED     
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GO  ON  TO  PAGE  B30 


22.     TOTAL  NUMBER  OF  DAYS  CERTIFIED 


PRACTICE  EXERCISES  (Continued) 

5.    A  46-year-old  man  was  admitted  on  1/30/75  for  elective  hemorrhoidectomy. 
On  1/31,  signoidoscopy ,  hemorrhoidectomy  and  cryptectomy  with  excision 
of  adenomatous  polyp  was  performed. 

FOR  UR  OFFICE  USE 

[x]  ADMISSION  CERTIFIED    □    ADMISSION  NOT  CERTIFIED  RC  01/30/75 

Signature  Date 

oDays  initially  certified  6 
02/05/75  (date) 
Anticipated 

oExtension    Discharge  Date    Reason(s)  for  Extension    UR  Physician  Date 


01 

days 

/ 

/ 

/ 

/ 

n 

days 

/ 

/ 

/ 

/ 

03 

days 

/ 

/ 

/ 

/ 

oActual  Discharge  Date  02/03/75  /  / 

UR  Coordinator 


TOTAL  DAYS  CERTIFIED 


6.    A  23-year-old  female  was  admitted  on  3/22/75  with  severe  bouts  of 
abdominal  pain  in  upper  right  quadrant  and  right  lower  quadrant  of 
one-week  duration  following  appendectomy  performed  12  days  ago.  Re- 
viewed on  3/23.     Discharged  with  diagnosis  of  acute  abdominal  pain  on 
3/25,  not  specifically  explained.    Laboratory  findings  within  normal 
limits,  chest  x-ray  normal,  gallbladder  and  upper  GI  x-rays  normal, 
liver  and  lung  scan  normal,  and  EKG  normal. 

FOR  UR  OFFICE  USE 

[x]  ADMISSION  CERTIFIED    □  ADMISSION  NOT  CERTIFIED  RC   03/22/75 

Signature 

oDays  Initially  certified  2 


03/24/75  (date) 

Anticipated 

oExtension 

Discharge  Date    Reason(s)  for  Extension    UR  Physician 

Date 

01  days 

/  / 

/  / 

#2   days 

03  days 

/  / 

/  / 

/  / 

/  / 

oActual  Discharge  Date  03/25/75  L  L 

UR  Coordinator 

TOTAL  DAYS  CERTIFIED   


GO  ON  TO  PAGE  B31 
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22.     TOTAL  NUMBER  OF  DAYS  CERTIFIED 


PRACTICE  EXERCISES  (Continued) 

7.     A  2A-year-old  female  was  admitted  on  1/24/75  for  evaluation  of  neuro- 
logical abnormalities.     Admission  review  was  referred  to  physician 
advisor.     Physician  advisor  reviewed  admission  on  1/26  and  certified 
admission.     Case  was  reviewed  on  1/28,  2/1,  and  2/5  for  determination  of 
length  of  stay.     Diagnosis  of  porphuria,  acute  intermittent,  was  estab- 
lished on  2/5.     Request  for  extension  of  stay  was  denied. 

FOR  UR  OFFICE  USE 

[Xj  ADMISSION  CERTIFIED    □  ADMISSION  NOT  CERTIFIED  PA   2/27/75 

Signature  Date 

oDays  initially  certified  16 


03/08/75  (date) 

Anticipated 

oExtension 

Discharge  Date    Reason(s)  for  Extension    UR  Physician 

Date 

01   days 

02   days 

/  / 

/  / 

/  / 

/  / 

03  days 

/  / 

/  / 

oActual  Discharge  Date  02/11/75   /  / 

UR  Coordinator 

TOTAL  DAYS  CERTIFIED   


8.    A  71-year-old  white  female  was  admitted  on  3/3/75  for  intractable  asthma, 
She  was  allergic  to  aspirin  and  had  nasal  polyps. 

FOR  UR  OFFICE  USE 

[X~l  ADMISSION  CERTIFIED    |~j  ADMISSION  NOT  CERTIFIED  RC   03/03/75 

Signature  Date 

oDays  Initially  certified  6 
03/09/75  (date) 
Anticipated 


oExtension 

Discharge  Date    Reason(s)  for  Extension    UR  Physician 

Date 

01  days 

03/14/75          RETURN  EPISODES  OF  BRONCHOSPASM  AP 

03/07/75 

02   days 

/  / 

/  / 

03  days 

/  / 

/  / 

oActual  Discharge  Date  03/14/75 

/  / 

UR  Coordinator 
TOTAL  DAYS  CERTIFIED 


GO  ON  TO  PAGE  B32 
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22.     TOTAL  NUMBER  OF  DAYS  CERTIFIED 

PRACTICE  EXERCISES  (Continued) 

9.    An  85-year-old  female  was  admitted  on  7/30/75  with  possible  fracture  of 
left  hip.    Previous  history  of  myocardial  infarction,  established 
diagnosis  of  abdominal  aortic  aneurysm  and  cholelithiasis.     Series  of 
x-rays  was  taken  on  8/1.     Diagnosis  of  fine-line  fracture  of  left  hip 
was  made.     She  was  scheduled  for  hip  pinning  operation. 

FOR  UR  OFFICE  USE  i 

□  ADMISSION  CERTIFIED    □  ADMISSION  NOT  CERTIFIED  RC   07/31/75 

Signature  Date 

oDays  initially  certified  14 
08/12/75  (date) 


oExtension 

Anticipated 
Discharge  Date 

Reason(s)  for  Extension    UR  Physician 

Date 

01  11  days 

08/23/75 

DELAY  IN  FRX  SITE  HEALING  AP 

/  / 

02  16  days 

09/08/75 

HYPERTENSION,  DIGIT  TOXICITY 

- 

/  / 

03  16  days 

09/24/75 

DELAY  IN  STARTING  AMBULATION 

/  / 

oActual  Discharge  Date  9/25/75   /  / 

UR  Coordinator 


TOTAL  DAYS  CERTIFIED 
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22.     TOTAL  NUMBER  OF  DAYS  CF.KTiKIED 

QUESTIONS 

For  questions  1  and  2,  select  the  one  best  answer. 

1.    The  purpose  of  the  PHDDS  item  Total  Number  of  Days  Certified  is: 

 A.     to  collect  all  the  days  actually  used  by  patients  . 

i 

 B.     to  provide  the  PSRO  with  a  count  of  all  medically  necessary  days  of 

hospitalization. 

 C.     to  provide  the  PSRO  with  a  count  of  all  the  days  for  a  patient's 

hospitalization  . 

 D.     to  determine  the  number  of  grace  period  days  used. 


2.    The  primary  source  document  for  this  item  is: 

 A.     the  data  form 

B.  norms 


_C.    PSRO  data  bank 
D.    admission  certification  form 


For  questions  3  through  11,  compute  the  total  number  of  days  actually  used 
by  the  patients  in  the  preceding  exercises.     Remember,  this  total  is  a 
valuable  piece  of  information  that  can  be  readily  inferred  f  rom  this  data  item 
and  may  become  part  of  medical  care  evaluation  (MCE's)  studies. 

Total  Pays 
Actually  Used 

3.  Exercise  1   

4.  Exercise  2   

5.  Exercise  3   

6.  Exercise  A   

7.  Exercise  5   

8.  Exercise  6   

9.  Exercise  7   

10.  Exercise  8   

11.  Exercise  9 
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GO  ON  TO  PACE  B34 


22.     TOTAL  NUMBER  OF  DAYS  CERTIFIED 
QUESTION'S  (Continued) 

i 

Questions  13  through  15  are  presented  as  statements.  Read  each  carefully, 
and  decide  if  the  statement  is  TRUE  (T)  or  FALSE  (F) .     Circle  your  answer. 

12.  Grace  period  days  are  counted  in  the  total  number  of  days 
certified.  (T) (F) 

13.  PSRO  records  the  actual  number  of  days  used  in  PHDDS.  (T) (F) 

14.  Total  number  of  days  certified  reflect  medically  necessary 

days  of  hospitalization.  (T) (F) 

15.  The  total    number  of  days  indicated  for  each  patient  is  used 

for  other  PSRO  reports.  (T) (F) 
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ITEM  INFORMATION  SHEET 


23.     TOTAL  NUMBER  OF  REVIEWS  REFERRED  TO  PHYSICIAN  ADVISOK 


Recording 
Format : 


Description 


Data  Uses 


Source  of 
Information 


Cautionary 
Notes 


Recommenda- 
tions 


Rules/ 
Procedures 


Total  number  of  review  admissions 
and  continued  stay  reviews 
referred  to  physician  advisor    |  3  1 


Referrals  to  physic l.ui 
OR  advisor 

Admission  1 
Extension 

of  stay  2 
TOTAL  3 


This  data  item  is  the  total  number  (0-9)  of  reviews  referred  to  a  

physician  advisor  (or  physician  committee  fulfilling  this  function) 
for  a  decision  to  certify  admission  and  all  subsequent  extensions 
of  stay  for  this  patient.    This  includes  certifications  both  granted 
and  denied. 


This  item  is  used  to  assess  the  time  a  physician  Is  involved  in 
review.     It  provides  an  assessment  of  the  effectiveness  of  criteria 
in  reviews  of  admissions  and  extended  stays.     It  permits  comparison 
or  data  among  hospitals  and  assessment  of  the  PSRO  regions. 


Primary  Source  Document: 
Secondary  Source: 


.  It  may  be  necessary  to  identify  signatures  with  titles  to  distin- 
guish among  the  various  levels  of  reviewers  (coordinators,  physic- 
ian advisors). 

.  Reviewers  may  change  because  of  rotating  schedules. 
.  Be  sure  to  count  any  denial  (admission  or  extended  stay)  in  this 
total. 

.  Be  sure  to  count  the  number  of  physician  reviews~NOT  the  number 
of  physicians  included — in  the  number  of  reviews. 

.  Be  certain  to  include  only  second  level  reviews  by  physicians  in 
this  count. 


.  Analyze  present  source  forms  to  be  sure  they  include  all  dates  of 
reviews. 

.  Make  sure  the  data  form  is  designed  for  ease  in  abstracting  this 
information  and  totaling  the  number  of  reviews. 

.  Consult  the  review  coordinator  in  a  delegated  hospital  for  com- 
pliance with  procedures  in  recording  all  referrals  to  second 
level  (physician  advisors  or  committee)  reviews. 

.  Develop  exercises  using  appropriate  forms  for  recording  and 
tabulating  data.  , 

.  Consider  adding  a  cumulative  summary  section  to  the  forms  to 
include  this  item  for  tabulation  after  the  patient's  discharge. 

.  Record  a  zero  for  all  patients  not  referred  for  a  physician 
review. 


Is  there  a  procedure  to  follow  if  the  abstractor  cannot  identify 
referrals  to  physician  advisor? 

Is  there  a  procedure  enabling  certification  of  extended  stays  to  be 
made  at  the  first  level  of  review? 

Other  rules: 


23.     TOTAL  NUMBER  OF  REVIEWS  REFERRED  TO  PHYSICIAN  ADVISOR 


EXERCISES 


The  following  five  exercises  illustrate  referrals  to  a  physician  advisor. 
Road  each  example,  and  determine  the  total  number  of  reviews  referred  to 

a  physician  advisor. 

1.    A  52-year-old  male  with  a  20-year  history  of  arthritis  was  admitted  on 
3/4/75  with  acute  exacerbation  of  joint  problems  caused  by  inadvertent 
discontinuance  of  prednisone.     Review  coordinator  consulted  attending 
physician  on  3/5  for  more  information  and  was  told  that  in-depth 
studies  conducted  prior  to  admission  showed  that  more  careful  Investi- 
gation in  the  hospital  was  necessary  to  evaluate  the  long-term  effects 
of  prednisone.     Review  coordinator  certified  admission  on  3/5  and 
assigned  10  days  of  certified  stay.     In  monitoring  the  length  of  stay, 
the  review  coordinator  received  a  request  from  the  attending  physician 
for  an  extension  of  stay  for  continued  investigation  and  trial 
therapy.     Review  coordinator  referred  the  extension  request  to  the 
physician  advisor,  who  approved  the  extension  on  the  basis  of  the 
stormy  course  of  the  patient's  progress.     Patient  was  discharged  on 
3/25  with  principal  diagnosis  of  rheumatoid  arthritis  and  adrenal 
insufficiency    and  secondary  diagnosis  of  prednisone  withdrawal. 

Total  number  of  reviews  referred  to  physician  advisor   


2.  An  83-year-old  male  was  admitted  on  2/10/75  with  weakness,  dizziness, 
slurred  speech,  and  a  four-year  history  of  arteriosclerotic  heart 
disease.     Review  coordinator  certified  admission  on  2/10  and  conducted 
an  additional  review  on  2/11,  at  which  time  the  diagnostic  impression 
was  that  of  cerebrovascular  accident,  arteriosclerotic  heart  disease, 
and  atrial  fibrillation,  with  the  cause  of  the  stroke  to  be  determined. 
Coordinator  assigned  a  certified  length  of  stay  of  10  days.  Patient 
was  discharged  on  2/20  with  diagnosis  of  left  middle  cerebral  occlusion 
and  associated  diagnoses  of  arteriosclerotic  heart  disease  with  atrial 
fibrillation,  chronic. 

Total  number  of  reviews  referred  to  physician  advisor   

3.  A  5-month-old  baby  was  admitted  because  of  stuffy  nose  and  difficulty 
in  breathing  on  day  of  admission,  3/25/75.     Review  coordinator  referred 
case  to  physician  advisor  for  determination  of  certification,  which  he 
approved  on  3/26.     Review  coordinator  assigned  length  of  stay  of  4  days. 
Patient  was  discharged  on  3/29  with  diagnosis  of  bronchiolitis. 

Total  number  of  reviews  referred  to  physician  advisor 


-B36- 


GO  ON  TO  PAGE  B37 


23.     TOTAL  NUMBER  OF  REVIEWS  REFERRED  TO  A  PHYSICIAN  ADVISOi 


EXERCISES  (Continued) 

4.  A  64-year-old  male  was  admitted  on  3/19  because  of  acute  chest  pain. 
Patient  had  history  of  myocardial  infarction  and  carcinoma  of  the 
throat,  which  had  been  treated  with  cobalt  two  years  previously. 
Review  coordinator  certified  admission  on  3/19  and  called  the  physician 
advisor  for  advice  on  the  number  of  days  to  be  assigned  for  certifica- 
tion.    The  physician  advisor  approved  7  days  of  certified  stay.  Patient 
was  discharged  on  3/25  with  diagnosis  of  carcinoma  of  the  throat  with 
metastases  to  the  regional  nodes,  pleural  effusion,  and  metastatic 
pulmonary  disease  on  right. 

Total  number  of  reviews  referred  to  physician  advisor   

5.  Premature  male  was  born  spontaneously  in  the  hospital  on  3/6  with  an 
APGAR  of  10-10.     Review  coordinator  automatically  certified  admission 
and  assigned  an  expected  length  of  stay  of  11  days.    The  attending 
physician  appealed  to  the  physician  advisor  for  a  longer  certified 
length  of  stay  for  a  4-pound,  12-ounce  newborn.    The  physician 
advisor  reconsidered  the  certification  and  assigned  a  20-day  length 
of  stay  on  3/23  and  received  a  request  from  the  attending  physician 
for  extended  stay  of  one  week,  because  of  nasal  discharge.  Review 
coordinator  called  the  physician  advisor,  who  approved  the  extension. 
Baby  was  discharged  on  3/28  with  diagnosis  of  premature  living  child 
with  associated  physiologic  jaundice.     Circumcision  was  performed  on 
3/27. 

Total  number  of  reviews  referred  to  physician  advisor   
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23.     TOTAL  NUMBER  OF  REVIEWS  REFERRED  TO  A  PHYSICIAN  ADVISOR 


QUESTIONS 

For  questions  1  through  4,  read  the  case,  and  complete  the  information  for 
line  A. 

1.  An  80-year-old  male  was  admitted  on  3/12/76  with  symptoms  of  rectal 
bleeding  of  three-weeks  duration  and  an  admitting  diagnosis  of  pro- 
bable carcinoma  of  the  colon.     The  review  coordinator  consulted  with 
the  attending  physician  and  was  told  that  the  patient  was  scheduled 
for  sigmoidoscopy  and  biopsy  of  colon.     Certification  was  denied  by 
the  physician  advisor  on  3/13.     The  patient  was  discharged  on  3/14. 
Sigmoidoscopy  with  biopsy  of  colon  was  performed  on  3/13,  and  dis- 
charge diagnosis  was  melanosis  coli  and  internal  and  external 
hemorrhoids. 

 A.    Total  number  of  reviews  referred  to  a  physician  advisor 

2.  A  31-year-old  male  was  admitted  on  1/20/76  through  the  emergency 
department  with  injuries  sustained  in  an  automobile  accident  on  day 
of  admission.    X-rays  showed  supracondylar  fracture  of  left  femur, 
fracture  of  proximal  third  of  left  ulna,  colles  fracture  on  right, 
and  no  signs  of  skull  fracture.     Admission  was  certified  by  review 
coordinator  on  1/22  and  assigned  3  certified  days.     Continued  stay 
monitoring  on  1/25,  2/5,  2/15,  and  2/25  showed  that  patient  was  in 
traction.     On  2/24  the  attending  physician  requested  a  20-day 
extension,  which  the  physician  advisor  approved.     On  3/16,  the 
traction  pin  was  removed,  and  the  patient  was  placed  in  padded 
single  hip  spica.    When  patient  was  reviewed  on  3/15  for  continued 
stay,  attending  physician  asked  for  another  extension,  which  the 
physician  advisor  denied. 

 A.    Total  number  of  reviews  referred  to  a  physician  advisor 

3.  A  59-year-old  female  was  admitted  to  hospital  on  2/24/76  with  vomiting 
of  blood,  black  stools,  and  some  tenderness  in  the  epigastrium.  History 
showed  vague  symptoms  of  duodenal  ulcer  five  years  earlier.  Review 
coordinator  certified  admission  on  2/24  and  on  2/26  conducted  an 
additional  review  for  length-of-stay  assignment,  which  showed  no 
surgery  was  scheduled.     Review  coordinator  called  physician  advisor  for 
consultation  on  the  number  of  days  to  assign  and  certified  6  days. 

On  March  1  the  attending  physician  requested  a  10-day  extension,  and 
the  request  was  referred  to  the  physician  advisor,  who  was  informed 
that  the  patient  had  received  blood  transfusions  and  the  site  of 
bleeding  had  not  been  determined.     Physician  advisor  granted  10-day 
extension.     The  bleeding  was  stopped  and  the  patient  was  discharged 
on  3/11  with  diagnosis  of  upper  gastrointestinal  hemorrhage  of  undeter- 
mined site. 

 A.    Total  number  of  reviews  referred  to  a  physician  advisor 
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23.     TOTAL  NUMBER  OF  REVIEWS  REFERRED  TO  PHYSICIAN  ADVISOR 
QUESTIONS  (Continued) 


4.    Patient  uas  admitted  on  3/1/76  with  history  of  severe  intnu-tnble 
headaches  to  a  point  where  she  was  showing  suicidal  tendencies. 
Admission  certification  was  referred  to  physician  advisor,  who 
discussed  the  case  with  the  attending  physician  and  certified  admission 
with  length  of  stay  of  14  days.    Patient  was  discharged  on  3/13  with 
diagnosis  of  severe  intractable  headaches  with  passive  aggressive 
personality. 

 A.    Total  number  of  reviews  referred  to  a  physician  advisor 


Questions  5  and  6  present  the  total  number  of  reviews  referred  to  a 
physician  advisor  (second  level  of  review).     Select  the  one  answer  best 
describing  the  proper  recording  format  for  the  PHDDS  data  item. 

5.    There  was  a  total  of  five  physician  referrals  for  an  elderly  patient 
who  experienced  complications  after  surgery. 


A.  Five 

"B.  5 

"C.  05 

~D.  V 


There  was  one  physician  referral  during  the  admission  certification 
for  a  patient  who  was  discharged  by  the  time  scheduled  for  the  first 
concurrent  review  for  continued  stay. 

A.  One 


B.  1 
"C.  01 
"D.  1 


Questions  7  through  10  are  presented  as  statements.     Read  each,  and  decide 
if  the  statement  is  TRUE  (T)  or  FALSE  (F) .     Circle  your  answer. 

7.  The  purpose  of  this  data  item  is  to  record  all  second  level  reviews 

by  physicians  who  were  asked  to  make  a  certification  decision.  (T)(F) 

8.  The  primary  source  for  this  data  is  the  PSRO  form.  (T) (F) 

9.  All  reviews  are  included  in  this  total.  (T)(F) 

10.    One  major  use  of  these  data  is  to  assess  physician  time  for 

reviews.  (T)(F) 
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24.     TOTAL  NUMBER  OF  EXTENSIONS  A1TKOVKP 

ITEM  INFORMATION  SHEET 

Recording       Total  Number  of   

Format:  Extensions  Approved    1  3  \ 


Description 


Data  Uses 


Source  of 
Information 


Cautionary 
Notes 


Recommenda- 
tions 


Rules/ 
Procedures 


This  data  item  is  the  total  number  (0-9)  of  approved  extensions  of 
hospital  stay  beyond  the  stay  certified  at  admission. 

When  admitting  diagnosis  or  condition  is  not  clear  and  multiple 
reviews  are  conducted  to  allow  time  for  resolution  of  the  patient's 
condition,  each  review  that  approves  an  extension  of  stay  is  to  be 
included  for  completing  this  item. 


This  item  is  used  in  the  assessment  of  number  of  reviews. 

It  also  helps  in  assessment  of  the  effectiveness  of  the  criteria 
used  for  certification  of  extended  stays.     It  provides  a  basis 
for  comparing  data  among  hospitals  and  PSRO  regions. 


Primary  Source  Document: 
Secondary  Source: 


.  Do  not  count  admission  review. 

.  Count  only  the  number  of  extensions,  not  the  days  involved. 

.  Remember  that  extensions  approved  include  those  as  signed  at  the 
first  or  the  second  level  of  review. 

.  Distinguish  between  requests  for  extension  of  stay  and  approvals 
for  extended  stays.     Count  only  the  approvals. 

.  Distinguish  between  the  admission  certification  and  the  extension 
of  stay  portions  on  the  source  documents. 

.  Record  every  review  date  on  the  PSRO  worksheet.     Particular  care 
should  be  taken  for  referrals  to  physician  advisors  and  sub- 
sequent review  after  appeals. 


.  PSRO  may  develop  criteria  for  extended  stays  to  allow  for  first 
level  of  reviews. 

.  Review  the  forms  now  being  used  by  the  PSRO  or  delegated 
hospital  for  entering  the  dates  of  multiple  reviews,  and 
recommend  changes  as  necessary  for  tabulation  of  this  information, 

.  Audit  abstractor's  recordings  to  be  sure  that  the  initial  admis- 
sion certification  is  not  included. 

.  Develop  exercises  based  on  data  source  documents  and  PSRO  forms 
that  will  be  abstracted  for  this  information. 

.  Multiple  reviews  for  one  decision  to  continue  hospitalization 
are  counted  as  one  review. 


What  procedure  is  used  if  dates  of  additional  reviews  are  not 
routinely  recorded  on  the  source  documents? 

What  procedure  is  used  in  recording  extended  stays? 

Other  rules: 
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24.     TOTAL  NUMBER  OF  EXTENSIONS  APPROVED 


EXERCISES 

The  following  13  exercises  represent  Information  on  the  admission  and 
extended  iit.iy  reviews  during  September  1975.    This  summary  format  is 
designed  only  for  the  purposes  of  this  exercise.     The  information 
abstracted  and  reported  will  normally  appear  on  your  PSRO  form  for  each 
pat  ient . 

Enter  the  number  of  extensions  approved.     If  no  extension,  enter  0. 
The  answers  to  these  exercises  follow  exercise  13. 


ADMISSION  CERTIFICATION 

REQUESTED 

EXTENSION  OF  STAY 

Review  Date 

Approved 

Denied 

Cert. 

Ext.  Days 

Approved 

Denied 

Cert. 

RC 

PA  URC 

Days 

Days 

1st 
Level 

2nd 
Level 

1. 

09-01-75 

X 

06 

2. 

09-02-75 

X 

09 

10 

X 

07 

X 

3. 

09-02-75 
09-03-75 
09-05-75 

X 

12 

07 

X 

07 

X 

4. 

09-02-75 

X 

00 

4 

STOP  THE  TAPE 

5. 

09-03-75 
09-05-75 
09-15-75 

X 

02 

14 
4 

X 
X 

10 
4 

X 
X 

6. 

09-04-75 

X 

12 

14 

X 

12 

X 

7. 

09-04-75 

X 

08 

06 

X 

00 

v 

X 

8. 

09-05-75 
09-06-75 
09-08-75 
09-10-75 

X 

01 

9. 

09-05-75 

X 

20 

14 

X 

14 

X 

10. 

09-05-75 
09-07-75 

X 

i 

14 

07 

X 

00 

X 

11. 

09-01-75 

X 

06 

08 

X 

X 

12. 

09-01-75 
09-08-75 

X 

08 

i 

13. 

09-01-75 

X 
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24.     TOTAL  NUMBER  OF  EXTENSIONS  APPROVED 


QUESTIONS 

i 

For  questions  1  through  4,  read  each  item,  and  select  the  one  best  answer. 
1.    The  purpose  of  this  data  item  is  best  described  as: 

A.  The  total  of  all  certifications  for  a  patient. 

B.  The  total  of  all  physician-approved  certifications. 

d    The  total  of  all  approved  extensions  beyond  admission  certification. 


2.    The  primary  source  document  for  this  PHDDS  data  item  is: 

 A.  The  discharge  summary  form 

 B.  The  PSRO  form 

 C.  The  PSRO  data  bank 

D.  The  admission  form 


3.    The  proper  recording  format  for  this  data  item  is: 

 A.  02 

 B.  2 

 C .  two 

D.  II 


4.    This  data  item  includes: 

 A.  All  extensions 

B.  Only  approved  extensions 

~C.  Only  denied  extensions 

D.  All  certification  approvals 


Questions  5  through  9  are  presented  as  statements.    Read  each,  and  decide 
if  the  statement  is  TRUE  (T)  or  FALSE  (F) .     Circle  your  answer. 

5.  A  zero  (0)  indicates  that  no  extension  was  requested.  (T) (F) 

6.  Additional  "approved"  reviews  caused  by  unclear  or  multiple 
diagnoses  are  included  in  the  total  for  extensions  approved.        (T) (F) 

7.  An  extended  stay  denial  is  subtracted  from  approved 

extensions.  (T) (F) 

8.  The  only  extensions  counted  are  those  approved  by  the  physician 
advisor.  (T) (F) 

9.  The  attending  physician's  request  for  an  extension  is  auto- 
matically included  in  this  total.  (T) (F) 


-B44- 


GO  ON  TO  PAGE  B45 


24.     TOTAL  NUMBER  OF  EXTENSION'S  APPROVED 

QUESTIONS  (Continued) 

Questions  10  through  14  present  an  abstract  of  review  activity  for  five 
patients.     Examine  the  information,  and  determine  the  total  number  of 
extensions  approved  for  each.    Enter  your  answers  in  the  spaces  provided 
after  this  abstract. 


ADMISSION  CERTIFICATION 

REQUESTED 
Ext.  Days 

EXTENSION  OF  STAY 

Review  Date 

Approved 

Denied 

Cert. 
Days 

Approved 

Denied 

Cert. 
Days 

1st 
Level 

J 11 
Lev 

10.  09-02-75 

X 

06 

07 

X 

07 

X 

11.  09-02-75 

09-03-75 

X 

09 

09-08-75 

14 

X 

07 

X 

12.  09-03-75 

X 

08 

12 

X 

07 

X 

08 

X 

08 

X 

13.  09-01-75 

X 

10 

09-03-75 

10 

10 

X 

X 

10 

X 

08 

X 

06 

X 

X 

14.     09-05-75  X 

18 

10 

X 

08 

X 

06 

X 

06 

X 

10. 

11. 

12. 
13. 
14. 


i 
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25. 


EXTENSION'  DENIAL 


ITEM  INFORMATION  SHEET 

Recording        Extension  Denial 
Format:  Beyond  Stay  Certified 

at  Admission:  y/ 
Yes 


Description 


Data  Uses 


Source  of 
Information 


(Cautionary 
Notes 


Recommenda- 
tions 


Rules/ 
Procedures 


Extension  of  Stay  |  1  | 
OR  Denial 

1.     Denial     2.     No  Denial 


No 


This  data  item  indicates  a  denial  of  an  extension  of  hospital  stay 
beyond  the  stay  certified  at  admission.     It  is  made  at  the  second 
level  of  review  (by  physician  advisor  or  physician  committee  per- 
forming this  function). 


This  item  is  used  in  evaluating  the  effectiveness  of  the  criteria. 
It  provides  a  comparison  within  and  among  hospitals  and  PSRO  regions. 
It  also  is  used  in  evaluating  physician  involvement  in  the  extension 
review  activities.  i 


Primary  Source  Document: 


Secondary  Source: 


.  Admission  certification  denial  is  not  included. 

.  A  request  for  an  extension  for  a  certain  number  of  days  that  is 
partially  granted  (that  is,  an  extension  for  a  lesser  number  of 
days  is  approved)  is  not  counted  as  an  extension  denial  for  this 
item. 

.  Be  sure  to  check  the  extension  request  with  the  final  determination 
of  request. 

.  Distinguish  between  the  attending  physician's  request  for  number  of 
days  of  extended  care  and  the  action  taken  to  approve  or  deny  the 
request . 


.  Instruct  abstractors  on  the  location  of  the  extension-of-stay 
portion  of  the  utilization  review  or  abstract  form,  and  explain 
the  requirements  for  extension  granted  or  denied  to  be  checked  off 
and  signed  by  reviewer. 

.  Carbon  copies  of  letters  of  extension  denial  may  be  attached  to 
the  continued  stay  review  form  in  delegated  hospitals. 

.  Consult  with  review  coordinator  in  delegated  hospital  on  any  pro- 
cedures that  may  require  extension  denial  by  physician  advisor  or 
by  utilization  review  committee  only. 

.  Explain  difference  between  the  request  for  extended  number  of  days 
and  determination  of  the  number  of  days  to  be  assigned  for  extension 


There  must  be  physician  signed  documentation  for  a  denial, 
Other  rules: 
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2b.     EXTENSION  DENIAL 


RECORDING  EXERCISES 


Read  each  situation,  and  decide  if  the  denial  should  be  counted  as  an 

extension  denial. 

1.     A  physician  advisor  reviews  a  patient  chart  for  an  extended  stay  and 
indicates  that  it  is  not  medically  necessary  for  a  patient  to  continue 
hospitalization. 


This  is  counted  as  an  extension  denial  because  the  patient  is  currently 
hospitalized  and  the  review  is  to  determine  if  extended  stay  is  medically 
necessary.     The  physician  advisor  denied  this  extension. 

2.    The  patient  record  is  reviewed  by  the  physician  committee  after  the 
review  coordinator  referred  it.     The  committee  denies  the  extended 


This,  too,  is  counted  as  a  denial  because  the  patient  has  a  certified 
admission  and  the  assigned  stay  has  expired,  thus,  prompting  the 
extended  stay  review,  at  which  the  extension  was  denied. 

3.    A  patient  is  denied  certification  for  admission  the  day  after  he  was 
admitted  to  the  hospital. 


1     |  Count 


_)    Do  not  count 


stay. 


|      |  Count 


Do  not  count 


Count  _J    Do  not  count 


This  is  an  admission  denial  and  should  NOT  be  counted  against  this 
PHDDS  item.    Only  extended  stays  are  considered,  and  only  those 
denied  arc  counted  in  this  item. 


GO  ON  TO  PAGE  B49 
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25.     EXTENSION  DENIAL 

1  QUESTIONS 

For  questions  1  and  2,  select  the  one  best  answer. 
1.    The  purpose  of  this  data  item  is: 

 A.     To  provide  a  total  number  of  denials  for  each  patient. 

 B«     To  provide  data  to  evaluate  the  effectiveness  of  the  criteria. 


_C.     To  provide  data  to  evaluate  physician  involvement  in  extended 
stay  reviews. 

D.     All  of  the  above. 


2.    The  proper  recording  format  for  this  PHDDS  item  is: 

 A.  (0-9) 

 B.     0  or  1 

C.     Yes  or  No 


_D.    Number  of  days  for  extended  stay 


i  i 

In  questions  3  through  6,  statements  about  this  PHDDS  item  are  made.  Read 
each,  and  decide  of  the  statement  is  TRUE  (T)  or  FALSE  (F) .     Circle  your 
answer. 

3.  Denial  of  admission  certification  is  recorded  as  extension  denial.       (T) (F) 

4.  Continued  stay  review  consists  of  periodic  assessment  of  a  patient's 

need  for  continued  care  at  the  hospital  level.  (T) (F) 

5.  A  request  for  extension  of  stay  that  is  not  granted  is  recorded  as 

an  extension  denial.  (T) (F) 

6.  If  the  attending  physician  requests  a  12-day  extension  and  the 
physician  advisor  certifies  a  6-day  extension,  this  action  is 

recorded  as  an  extension  denial.  (T)(F) 


i 
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26.     OPTIONAL  DATA 


When  the  PSRO  physicians  identify  an  area  in  need  of  further  analysis  based 
on  their  evaluations  of  the  various  medical  care  evaluations   (MCE)  reports, 
they  may  request  the  collection  and  reporting  of  optional  data  elements 
that  will  assist  them  in  their  review.     Each  PSRO  may  collect  data  in  addition 
to  those  required  by  HEW.     Often  these  data  elements  will  be  the  variables 
needed  to  better  understand  a  problem  or  to  solve  it.     The  guidelines  for 
collecting  and  routing  optional  data  are  the  same  as  those  mentioned  for 
PHDDS  elements. 

i 

Because  these  local  optional  collections  probably  will  vary  greatly, 
definitions  of  the  specific  items  are  not  possible.     However,  certain  guide- 
lines are  offered  for  consideration  when  determining  local  PSRO  or  hospital 
optional  data  needs: 

1.  Cost  benefit  analysis:     The  collection  of  every  item  of  information 
incurs  a  cost.     Therefore,  the  PSRO  should  weigh  the  value  of  additional 
items  for  their  particular  functions  against  the  cost  of  collecting  the 
information.     If  value  equals  or  exceeds  cost,  the  information  should 

be  collected.  However,  if  the  item  has  little  usefulness  and  is  expensive 
to  collect,  it  generally  should  not  be  included  in  optional  information. 

2.  Frequency  of  collection:     The  local  PSRO  must  carefully  determine  the 
frequency  of  collection  of  each  optional  data  element:  is  it  needed 
routinely  with  every  element  of  the  PHDDS,  or  is  It  needed  only  once 
or  infrequently?     Because  of  the  medical  care  evaluation  option  within 
each  PSRO,  many  elements  of  additional  information  probably  are  more 
appropriately  collected  through  a  special  study  mechanism  rather  than 
in  a  routine  required  general  data  effort. 

3.  Item  definition:     Every  Item  of  required  information  must  be  defined. 
Therefore,  the  requesting  PSRO  is  responsible  for  defining  these  items 
and  ensuring  that  the  definitions  are  uniformly  acceptable  throughout 
its  area.     Additionally,  the  PSRO  must  develop  the  training  material 
for  the  item  collection.     (Development  of  this  material  is  outlined 
subsequently. ) 

A.     Use  of  primary  versus  secondary  data:     Many  elements  of  information 
relative  to  a  patient's  hospitalization  are  collected,  analyzed,  and 
published  by  various  groups.     It  is  often  possible  to  analyze  patterns 
of  care  by  using  material  already  published,  £hus  eliminating  the  costs 
and  associated  problems  of  direct  collection. 

While  these  guidelines  are  not  comprehensive,  they  should  offer  a  frame  of 
reference  to  the  PSRO  In  beginning  the  determination  of  what,  if  any, 
optional  data  items  may  be  required. 


/ 
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26.     OPTIONAL  DATA 


1 


MODEL 

This  section  provides1  a  model  the  local  PSRO  can  use  to  instruct  personnel 
on  the  collection  and  reporting  of  optional  data.     It  comprises  the 

following  steps: 


Describe  data 


6.     Evaluate  need  to 

continue  collection 
and  reporting  of 
this  optional  data 


2.     Identify  source(s) 


5.    Provide  feedback 
on  use  of  data 


Delineate  and  specify 
collection  procedures 

Specify  reporting 
format  and 
requirements 


Describe  data  to  be  collected 

Staff  members  who  will  be  responsible  for  the  collection  and  reporting  of 
optional  data  will  need  specific  guidance  on  what  data  to  collect.     Are  the 
data  numerical?     Summations?    Alpha-numerical?    Coded?    For  example,  does 
the  local  PSRO  need  marital  status  on  all  patients  or  only  patients  with  a 
specific  diagnosis?    A  clear  understanding  of  both  the  problem  that  precipated 
the  need  for  the  optional  data  and  also  the  use  of  the  data  by  the  PSRO 
physicians  will  help  to  describe  and  specify  the  data  sought.    The  description 
most  likely  will  include  the  period  that  the  data  will  be  sought.  For 
instance,   if  the  local  PSRO  detected  a  seasonal  pattern  for  a  diagnosis  or 
type  of  treatment,  it  might  specify  a  time  limit  for  the  collection  and 
reporting  of  related  data. 

Another  consideration  is  the  use  of  standard  nomenclature,  that  is,  accepted 
terminology  that  will  be  understood  readily  by  PSRO  and  hospital  staff. 
Examples  of  the  type  of  data  sought  would  be  useful  in  accurately  communicat- 
ing the  PSRO  needs. 

Identify  Source(s) 

A  listing  of  the  primary  source (s)  for  the  data  would  assist  personnel 
responsible  for  collecting  and  verifying  optional  data.     It  can  be  accompanied 
by  examples  of  sources,  both  primary  and  secondary.     PSRO  staff  members 
responsible  for  preparing  local  PSRO  information  should  become  familiar 
with  hospital  reporting  systems,  medical  records,  and  discharge  data  systems 
used  in  their  area. 

Delineate  and  specify  the  collection  procedure 

Questions  that  deal  with  the  amount  of  information  to  collect,  the  time  to 
collect  it,  conditions  that  may  require  more  or  less  information,  and  the 
procedure  for  collection  should  be  addressed  in  this  segment  of  the  model. 
For  example,  it  may  be  best  to  collect  some  optional  data  on  the  PSRO's 
PHDDS  form  because  they  relate  to  patient  data,  while  other  data  elements 
might  best  be  collected  quarterly  In  summary  format  from  the  UR  committee 
reports. 
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Specify  reporting  format  and  requirements 

When  the  optional  data  were  described  earlier,  reference  was  made  to  the 
various  forms  it  can  take,  such  as  numerical,  alpha-numerical,  or  des- 
criptive (possibly  using  a  code).     Instructions  clarifying  the  form  that 
optional  data  will  take  should  include  guidelines  on  number  and  placement 
of  digits,  codes  for  alpha-numerical  data,  and  acceptable  abbreviations. 

This  segment  of  the  model  deals  with  the  process  of  how  the  optional  data 
can  be  recorded  and  transmitted  to  the  local  PSRO.     If  the  data  are  to 
appear  on  a  form,  how  is  it  to  be  recorded?    What  space (s)  is/are  provided? 
Is  it  to  be  written  or  typed?    Is  a  magnetic  tape  acceptable?    In  what  format? 

A  collection  of  sample  hospital  forms  and  discharge  abstract  system  reports 
used  in  the  PSRO  area  might  suggest  formats  available  for  collecting 
optional  data.     For  example,  many  discharge  data  abstract  systems  have 
provisions  for  capturing  additional  data,  and  many  hospital  UR  review  forms 
can  easily  accommodate  the  collection  and  reporting  of  some  kinds  of  optional 
data.     Investigate  available  formats  before  creating  a  new  form  or  demand- 
ing a  uniform  report  form.     Optional  data  will  be  a  unique  and  often  a 
temporary  requirement  in  the  local  PSRO.     The  objective  is  to  collect  the 
data,  and  facilitating  the  abstracting  and  reporting  at  the  hospital  level 
will  help  meet  this  objective. 

Provide  feedback  on  data  use 

The  local  PSRO  can  share  the  results  of  its  study  of  the  optional  data 
with  hospitals.     A  clear  statement  of  a  local  problem,  its  scope,  and  its 
impact  on  health  care  within  the  PSRO  region  can  alert  hospitals  to  the 
data's  value.    Without  feedback,  hospitals  may  view  optional  data  collection 
as  just  one  more  task. 

t  i 

The  key  to  feedback  is  to  make  it  meaningful  and  timely.  Meaningful 
reports  concisely  analyse  what  the  optional  data  mean  to  the  hospitals 
and  to  the  local  PSRO  and  outline  any  future  uses  being  considered  for 
these  data.     Timeliness  means  no  undue  delays  in  communicating  the  results 
of  the  PSRO  analysis.     Frequently  optional  data  are  originally  collected  nnd 
reported  because  of  a  "sense  of  urgency"  within  the  PSRO  to  use  them.  The 
PSRO  has  an  opportunity  to  share  its  sense  of  urgency  by  feeding  the  results 
back  to  the  hospitals  in  time  for  the  data  to  be  useful. 

Feedback  can  be  as  short  as  a  memo  or  as  long  as  a  report  with  statistical 
data  on  tables,  charts,  and  graphs.    The  medium  should  fit  the  message. 
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Evaluate  the  need 

Evaluate  the  need  to  continue  the  collection  and  reporting  of  optional 
data.     Are  the  data  useful?     Is  the  result  of  the  local  PSRO  analysis 
worth  the  cost  in  manpower,  time,  equipment,  and  money?     In  making  value 
Judgments,  the  PSRO  staff  must  always  weigh  the  additional  work  load  of 
processing  optional  data  along  with  the  routine  collection  and  processing 
of  the  P1IDDS  and  preparing  its  reports  to  BQA.    An  evaluation  can  lead  to 
one  of  several  options: 

.  stop  the  collection  of  the  optional  data. 

.  modify  the  collection  process  or  the  data  elements. 

.  continue  the  collection. 

i 

Each  alternative  comes  with  specific  costs  and  with  tasks  for  local  PSRO 
personnel  to  perform  in  notifying  the  hospitals  in  its  area  and  BQA. 
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For  PSRO  purposes  the  two  types  of  PHDDS  data  mandated  are  part  A  (UHDDS) 
and  part  B.     Optional  data  may  be  collected  and  reported  periodically. 
The  following  chart  illustrates  the  type  of  data,  the  options  for  reporting 
each,  and  the  use  at  bbth  the  PSRO  and  the  federal  levels. 


CHART 


DATA 


COLLECTING 
OPTIONS 


PSRO  USE 


FEDERAL  USE 


Part  A,        PSRO  Form         OR      "Core  data."    Part  A 
UHDDS  or  Tape  of  PHDDS  is  data  base 

Discharge  for  concurrent  review 

Abstract  profiles,  reports, 

development  of  local 
norms . 

Part  B,        PSRO  Form         OR     PSRO-specif ic  data 
PSRO  or  Tape  elements.    Part  B  of 

elements      Discharge  PHDDS  is  data  base 

Abstract  for  concurrent  and 

retrospective  review. 
It  is  also  a  segment 
of  the  PSRO 
Management  Information 
System  (PMIS)  and  is 
linked  with  part  A, 
the  UHDDS,  to  develop 
profiles,  management 
reports,  and  local  norms, 


"Core  data"  for  several 
HEW  programs.  Standard- 
ized and  permanent  data 
needed  by  all  users.  A 
subset  of  data  from  bot 
parts  A  &  B(without  per 
sonal  identifiers)  are 
reported  to  BQA  for 
management  reports  on 
PSRO  activity,  evalua- 
tion for  contract 
negotiations,  and  areas 
for  further  study. 


OPTIONAL 
DATA 


PSRO  Form 
or  Tape 


Reports  that  support 
MCE  studies  (within 
a  department,  a  hospital, 
a  group  of  hospitals  or 
areawide) .    They  provide 
additional  data  for 
managing  the  PSRO. 


Collecting  and  Reporting  Part  A,  the  UHDDS 

i 

For  PSRO  purposes,  hospitals  will  be  required  to  collect  the  UHDDS  elements 
consistent  with  the  format  suggested  in  the  earlier  materials.     A  hospital 
with  a  discharge  data  service  will  attach  a  copy  of  its  form  containing 
UHDDS  elements  1  through  14  to  the  PSRO  PHDDS  form  (see  samples  in  appendix  D) 
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A  hospital  not  using  a  discharge  data  abstract  system  may  use  the  PSRO- 
approved  form,  the  PSRO  magnetic  tape  format,  or  a  form  of  the  hospital's 
choice.     The  only  requirement  is  that  the  PSRO  processor's  specifications 
are  met.     The  PSKO  need  not  approve  the  hospital's  form,  whether  the 
hospital  uses  an  abstract  service  or  not. 

The  long-range  goal  is  to  have  all  the  users  of  the  UHDDS,  including  the 
PSROs,  claim  payment  agencies,  state  cooperative  health  statistics  systems, 
discharge  abstract  services,  and  planning  agencies,  receive  the  same  data 
for  their  respective  programs.     Although  there  is  no  uniform  report  form 
for  the  collection  of  these  data,  discussion  is  under  way  on  a  collection 
form  and  a  standard  tape  format  that  will  meet  the  needs  of  all  the  users. 
This  approach  will  provide  data  that  are  consistent  and  compatible  for 
combination  with  data  from  other  sources  to  meet  total  data  needs.  Should 
a  common  report  form  become  available,  the  Bureau  of  Quality  Assurance 
(BQA)  will  prescribe  its  use  by  all  PSROs. 

Collecting  and  Reporting  Part  B 

Part  B  of  the  PHDDS  (elements  15  through  22)  is  standardized  and  is  to  be 
collected  on  all  Title  V,  XVIII,  and  XIX  patients  for  PSRO  use.     It  is 
PSRO-specif ic  information  directed  at  evaluation  of  the  review  activities. 
Hospitals  with  discharge  abstract  services  have  an  option  of  expanding 
them  to  include  the  collection  of  part  B  elements  and  optional  data  along 
with  part  A,  the  UHDDS.    Hospitals  not  exercising  the  discharge  abstract 
option  will  use  the  PSRO-approved  PHDDS  report  form  (see  samples  in 
appendix  D)  or  submit  a  magnetic  tape  in  the  PHDDS  format. 

Collecting  and  Reporting  Optional  Data 

Optional  data  elements  are  variable  and  are  specific  for  local  needs.  So, 
too,  are  the  variety  of  ways  they  can  be  collected  and  reported.    They  are 
used  by  the  PSROs  primarily  to  support  MCE  studies.    The  data  required 
may  suggest  the  data  elements  to  abstract,  the  specifications,  the  report 
format,  the  report  period,  and  perhaps  even  the  source(s)  of  the  data. 
Section  26  suggests  a  model  for  the  PSRO  to  use  for  collection  and  report- 
ing of  optional  data.     These  data  elements  can  be  simple  or  complex,  coded 
for  numerical  reporting,  or  narrative  in  style.    The  PSRO  provides  for 
the  collection  of  optional  data  on  its  PHDDS  form  (see  samples  in  appendix 
D)  or  provides  specific  guidelines  to  hospital  and  PSRO  staff  pertinent 
to  the  collection  and  reporting  of  the  data  element (s). 

Processing  PSRO  Data 

The  approach  to  meeting  PSRO  data  needs  by  building  on  the  common  data 
needs  of  multiple  users  provides  an  opportunity  for  existing  systems  to 
process  PSRO  data.     Data  processors  selected  by  the  PSRO  must  be  prepared 
to  integrate  all  PSRO  data  (part  A,  the  UHDDS,  part  B,  and  optional) 
to  produce  the  required  reports  in  a  time  frame  appropriate  to  PSRO 
requirements.     It  is  assumed  that  data  processors  with  prior  experience 
with  PSRO-type  data  (as,  health  statistics  services,  discharge  abstract 
services,  and  processors  for  Medicare  and  Medicaid)  will  compete  to 
provide  the  services  at  less  cost  because  of  PSRO  data  already  available 
in  the  existing  system. 
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Refer  to  Chart  1,  PHDDS  on  pa^e  d  to  understand  the  relationship  of  the 
PSRO  data  processor  to  the  collection  and  use  of  the  PHDDS. 

Collecting  and  Reporting  PHDDS  Subset  to  BQA 

PSRO  data  are  needed  by  the  federal  level  to  evaluate  patterns  of  health 
care  delivery,  PSRO  review  activities,  costs,  and  profiles.     For  these 
purposes,  personal  identifiers  are  not  required.     Therefore,  from  the 
complete  PHDDS  tape,  the  PSRO  compiles  a  subset  on  magnetic  tape  that  includes 
review  activities  conducted  by  hospitals  in  its  area  during  a  prescribed 
period  but  that  excludes  all  personal  identifiers  or  substitutes  pseudonumbers 
for  linkage.     It  is  prepared  following  the  guidelines  prescribed  in  Trans- 
mittal 28,  January  9,  1976,  and  is  sent  to  the  Bureau  of  Quality  Assurance 
(BQA) . 

BQA  evaluates  the  patterns  of  review  activities  in  each  PSRO  and  in  combination 
with  other  PSROs.     The  result  is  information  that  is  a  vital  part  of  the 
PSRO  management  information  system  and  a  useful  tool  for  identifying  trends, 
reporting  to  Congress,  and  describing  both  local  and  national  PSRO  activity. 
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APPENDIXES 

I 

A.     OPTIONAL  DATA  ITEMS 
Marital  Status 
Hospital  Charges 

Service  to  which  Patient  Admitted 


B .  GLOSSARY 

C.  SAMPLE  PSRO  FORMS  AND  WORKSHEETS 


APPENDIX  A 


OPTIONAL  DATA  ITEMS 


EXPANSION  OF  DATA  SET  TO  MEET  SPECIAL  NEEDS 


MARITAL  STATUS 
DESCRIPTION: 
RECOMMENDATIONS : 


MARITAL  STATUS 
CATEGORIES: 


DISCUSSION: 


The  patient's  marital  status  at  the  time  of  admission, 

The  marital  status  classification  should  be  the  same 
as  that  used  by  the  U.S.  Bureau  of  Census. 


1.    Never  married: 


2.    Nov  married: 


3.    Divorced  or 
Separated: 


4 .    Widowed : 


a  single  person  who  has  never  been 
married  or  a  person  whose  only 
marriage  has  been  annulled. 

a  currently  married  person.  Includes: 
a  currently  married  person  who  re- 
married after  having  been  widowed  or 
divorced;  currently  married  persons 
who  are  separated  because  of  job 
assignments;  and  persons  in  common- 
law  marriages. 

persons  who  are  living  apart  because  of 
marital  discord,  with  or  without  legal 
separation.    Persons  who  have  started 
or  completed  the  legal  process  for 
divorce. 

a  person  whose  spouse  has  died  and 
who  has  not  remarried. 


In  analyzing  the  compiled  data,  the  patient's  marital 
status  should  not  be  confused  with  his  living  arrangement 
Of  the  two  items,  living  arrangement    actually  is  more 
pertinent  to  the  PHDDS,  but  this  item  is  not  recorded  by 
most  hospitals  in  a  systematic,  retrievable  manner. 
Marital  status  provides  information  only  with  respect  to 
the  legal  status  of  the  patient.     This  often  differs 
from  living  arrangement  .      Marital  status  with  living 
arrangement  would  be  a  desirable  item  in  special  studies 
on  selected  long-stay  cases. 


HOSPITAL  CHARGES 

This  item  is  the  single  element  in  the  data  set  focusing  on  outcomes  of 
care  in  economic  terras.     Charges,  as  indicated  on  the  hospital  bill,  offer 
a  comparative  dollar  mepsure  among  hospitals  in  terms  of  care  provided, 
groupings  of  diagnosis,  and/or  population  bases  described  on  several  axes. 
It  not  only  offers  a  comparative  base  among  institutions  but  also  furnishes 
a  comparative  base  across  time  that  enables  evaluation  in  terms  of  change 
in  cost  brought  about  by  change  in  health  delivery  mechanisms.     The  Item 
can  be  related  not  only  to  items  in  the  discharge  data  set  but  also  to 
items  in  the  financial  and  ambulatory  data  sets  under  development. 


(Rev.  10/75) 
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OPTIONAL  DATA  ITEMS 


SERVICE  TO  WHICH  PATIENT  WAS  ADMITTED 

Unlike  the  other  items  in  the  discharge  data  set,  this  item  is  not 
routinely  available  in  the  patient's  medical  record. 


DESCRIPTION:  The  functional  unit  to  which  a  patient  is  formally 

or  informally  assigned  on  admission.     Such  units 
divide  the  responsibility  of  an  organized  medical 
staff  of  a  hospital  amorig  departments,  divisions, 
specialties,  or  clinical  services. 

RECOMMENDATIONS:     Record  the  service  to  which  patient  was  admitted. 

Consider  the  further  capability  of  reflecting  transfers 
within  the  hospital  and  the  time  spent  in  each  service. 


SERVICE 
CATEGORIES: 


DISCUSSION: 


Since  the  organization  of  hospital  medical  staffs  is 
an  individual  matter,  comparability  of  data  among 
hospitals  on  functional  unit  assignments  would  be 
difficult  to  obtain.     Medicine,  Surgery,  Obstetrics, 
and  Newborns  constitute  the  most  basic  set  for 
comparison  among  hospitals. 

Presently,  PHDDS  does  not  consider  "service  to  which 
patient  was  admitted"  essential  for  a  basic  data  set 
but  does  recommend  it  as  a  desirable  option.  In 
hospitals  with  departmentalized  clinical  services, 
each  clinical  department  maintains  continuing  surveil- 
lance of  professional  performance  of  all  members  with 
privileges  in  the  department.     Although  physicians 
may  have  membership  in  only  one  clinical  department, 
they  may  have  admitting  privileges  in  several  departments 
Such  multiple  admitting  privileges  make  it  harder  to 
evaluate  the  activities  of  different  medical  staff 
units.     Without  organized  clinical  units,  discharged 
patients  may  be  classified  arbitrarily  according  to 
the  inpatient  services  received.    A  simple  assign- 
ment is  made:  Medicine,  Surgery,  Obstetrics,  or  Newborn. 
Medicine  and  Surgery  are  subdivided  into  children  and 
adults.     Patients  who  have  undergone  operations  are 
assigned  to  Surgery. 
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DISCUSSION  (Continued): 

In  some  hospitals  an  arbitrary  selection  of  six  or 
more  clinical  services  or  specialties  is  used  to  make 
a  "diagnosis-service"  classification  after  discharge. 
The  selection  of  services  is  based  on  functional  units 
of  the  medical  staff  and  not  on  the  actual  structure 
of  the  medical  staff.     The  clinical  services  used  may 
or  may  not  reflect  the  medical  specialty  composition 
and  practice  of  the  medical  staff.     Usually,  the 
diagnoses  recorded  by  the  attending  physician  determine 
the  functional  unit  assignment.     This  type  of  service 
assignment  does  not  succeed  in  describing  the  activity 
of  the  various  units  of  the  organized  medical  staff, 
and  it  generally  fails  to  supply  consistent  and  com- 
parable data  about  the  different  services  patients 
receive  in  the  hospital.    The  more  clinical  the 
specialties  arbitrarily  selected,  the  more  difficult 
it  is  to  control  consistency  in  assigning  diagnoses 
to  a  service.     Such  assignments  fail  to  take  into 
account  that  in  a  highly  structured  organization,  two 
patients  with  the  same  diagnosis  may  have  different 
clinical  service  assignments  depending  upon  the  phy- 
sicians' departmental  memberships.     For  example, 
if  two  patients  have  the  diagnosis  of  slipped  inter^ 
vertebral  disc,  one  may  be  admitted  to  neurosurgery 
and  the  other  to  orthopedics,  according  to  the 
admitting  physician's  membership  in  a  department. 

CAUTION:  Distinguish  between  the  organizational  units  of  the 

medical  staff  and  the  organizational  units  of  the 
hospital  in  determining  the  categories  for  "service 
to  which  the  patient  was  admitted."    Medicine,  Surgery, 
Orthopedics,  Neurosurgery,  Obstetrics,  Gynecology, 
Pediatrics,  and  Urology  may  be  functional  units  of 
the  medical  staff.     They  should  be  distinguished 
from  Extended  Care  Unit,  Intensive  Care  Unit,  Coronary 
Care  Unit,  Children's  Ward,  and  Newborn  Nursery. 
Separate  services  or  subdivisions,  such  as  Communicable 
Diseases,  Oncology,  Trauma,  Fractures,  and  Tuberculosis 
6hould  be  distinguished  as  either  an  organizational 
unit  established  by  the  medical  staff  or  a  subdivision 
of  an  established  organizational  unit.     Do  not  try  to 
accomplish  too  many  things  with  one  basic  set  of 
"service  items."    If  necessary  to  reflect  utilization 
of  hospital  services,  establish  another  data  item  for 
hospital  clinical  care  units  utilized  by  the  patient. 
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GLOSSARY 

ABSTRACT    A  data  collection  form  used  to  record  selected  information  about 
an  episode  of  hospitalization.     The  information  is  often  recorded 
in  coded  and  check-off  form,  and  the  usual  source  of  this  information 
is  the  patient's  medical  record. 

ABSTRACT I  NT)  The  process  of  entering  specific  items  of  information  from 
the  medical  record  onto  another  document. 

ACCESSION  NUMBER    The  Uniform  Hospital  Discharge  Data  Set  person  identi- 
fication number  assigned,  in  a  numerical  registry,  to  a  patient 
filed  alphabetically  by  the  patient's  last  name. 

ADMISSION    The  formal  acceptance  by  a  hospital  of  a  patient  who  is  to  be 

provided  with  room,  board,  and  continuous  nursing  service  in  an  area 
of  the  hospital  where  patients  generally  stay  at  least  overnight. 

ADMISSION  CERTIFICATION  An  element  of  concurrent  health  care  review  that 
occurs  at  or  near  the  time  of  a  patient's  admission  to  a  hospital 
and  consists  of  a  determination  of  the  medical  necessity  and  appro- 
priateness of  the  admission. 

ADMITTING  PHYSICIAN  The  physician,  either  medical  staff  or  house  staff 
member,  who  officially  admits  a  person  to  the  hospital  as  an  in- 
patient . 

ATTENDING  PHYSICIAN    The  physician  primarily  responsible  for  the  care  of 
the  patient  from  the  beginning  of  his  hospital  episode. 

AUDIT    To  examine  with  intent  to  verify  (in  this  context,  to  verify 
accuracy  of  information  recorded). 

CODING    Using  numeric  categories  to  classify  or  otherwise  translate  written 
words  into  numbers,  that  is,  translation  of  a  diagnosis  into  an 
ICDA-8  number. 

CONCURRENT  REVIEW  A  form  of  health  care  review  consisting  of  admission 
certification  and  continued  stay  review. 

CONTINUED  STAY  REVIEW    An  element  of  concurrent  health  care  review  that 
occurs  during  a  patient's  hospitalization  and  consists  of  a 
determination  of  the  medical  necessity  and  appropriateness  of 
continuation  of  patient's  hospital  care.     It  may  also  include 
detailed  assessment  of  the  quality  of  care  being  provided. 

CRITERIA  Predetermined  elements  of  health  care  against  which  aspects 
of  the  necessity,  appropriateness,  or  quality  of  a  health  care 
service  may  be  compared. 

DAY  OF  STAY  IN  HOSPITAL    A  24-hour  period  or  fraction  thereof  in  a 

hospital  episode.     Days  of  stay  are  calculated  on  the  basis  of 
patient  admission  and  discharge  dates,  counting  the  day  of  ad- 
mission or  the  day  of  discharge,  but  not  both.     Note  that  a 
patient  not  staying  overnight  has  a  stay  of  one  day. 
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DELEGATION    The  formal  process  by  which  the  PSRO,  based  upon  an  assess- 
ment of  the  willingness  and  capability  of  a  hospital  to  effective- 
ly perform  PSRO  review  functions,  assigns  the  performance  of 
specified  PSRO  review  functions  to  a  hospital.     Delegation  must 
be  agreed  upon  in  a  written  memorandum  of  understanding  signed 
by  both  the  PSRO  and  the  hospital. 

DENIAL    A  formal  decision  by  a  PSRO  or  a  delegated  hospital  that  all 
or  part  of  a  patient's  hospital  stay  or  proposed  hospital  stay 
is  medically  unnecessary  and/or  inappropriate. 

DISCHARGE    The  termination  of  a  period  of  inpatient  hospitalization 
through  the  formal  release  of  the  inpatient  by  the  hospital. 

DISCHARGE  ABSTRACT  SYSTEM    A  service  that  provides  to  voluntarily  sub- 
scribing hospitals  the  tabulations  of  data  from  the  discharge 
abstracts  completed  by  the  hospitals.    This  service  is  usually 
provided  for  a  fee  based  upon  a  fixed  charge  per  abstract 
submitted.     Examples  of  discharge  abstract  systems  are  Professional 
Activities  Study  (PAS),  Hospital  Utilization  Project  (HUP),  Utili- 
zation Information  Service  (UIS),  California  Health  Data  System 
(CHDS),  and  Health  Data  System  (HDS) . 

DISCHARGE  SUMMARY    A  brief  recapitulation  of  the  significant  findings 
and  events  of  a  hospitalization,  the  patient's  condition  on 
discharge,  and  the  recommendations  and  arrangements  for  future 
care  recorded  by  the  responsible  physician. 

DISCHARGE  SUMMARY  OUTLINE    A  discharge  summary  that  outlines  the  subject 

areas  required  by  the  Joint  Commission  on  Accreditation  of  Hospitals 
(JCAH)  plus  uniform  data  items  not  included  in  the  JCAH  requirements. 

EPISODE    A  continuous  stay  in  a  hospital  beginning  with  admission  and 

ending  with  discharge  whether  or  not  a  full  night  is  spent  in  the 
hospital . 

EXTENSION    A  continuation , of  hospital  stay  beyond  a  length  of  stay  previous- 
ly certified. 

FACE  SHEET    Cover  sheet  continued  in  the  medical  record  on  which  is  recorded 
at  least  person  identification  and  certain  administrative  information. 
It  also  may  include  a  brief  summarization  of  clinical  information. 

FEDERAL  REIMBURSEMENT  PATIENTS    Patients  for  whom  an  expected  principal 

source  of  payment  is  Medicare  (Title  XVIII),  Medicaid  (Title  XIX), 
Maternal  and  Child  Health  or  Crippled  Children  Services  (Title  V). 

FULL  DELEGATION    Complete  delegation  of  both  concurrent  review  and  MCE 

studies  to  a  hospital.     The  PSRO  monitors  the  hospital's  perform- 
ance of  these  two  review  functions  but  does  not  conduct  them; 
however,  the  PSRO  retains  responsibility  for  the  effectiveness  of 
the  review. 
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GENERAL  SHORT-TERM  HOSPITAL    One  in  which  patients  generally  stay  less 
than  30  days. 

GRACE  DAYS    Days  allotted  after  notification  of  extension  of  stay  denial 
to  allow  the  patient's  physician  and/or  family  to  make  arrange- 
ments for  discharge.  i 

HOSPITAL    An  establishment  with  an  organized  medical  staff;  with  permanent 
facilities  that  include  inpatient  beds;  and  with  medical  services, 
including  physician  services  and  continuous  nursing  services,  to 
provide  diagnosis  and  treatment  for  patients  who  have  a  variety 
of  medical  conditions,  both  surgical  and  nonsurgical. 

HOSPITAL  FETAL  DEATH    Death  prior  to  the  complete  expulsion  or  extraction 

from  its  mother,  in  a  hospital  facility,  of  a  product  of  conception, 
irrespective  of  the  duration  of  the  pregnancy.    The  death  is  indi- 
cated by  the  fact  that  after  such  separation  the  fetus  does  not 
breathe  or  show  any  other  evidence  of  life,  such  as  beating  of 
heart,  pulsation  of  umbilical  cord,  or  definite  movement  of  voluntary 
muscles. 

HOSPITAL  INPATIENT    A  hospital  patient  who  is  provided  with  room,  board, 
and  continuous  nursing  service  in  an  area  of  the  hospital  where 
patients  generally  stay  at  least  overnight. 

HOSPITAL  LIVE  BIRTH    Occurring  in  the  hospital,  the  complete  expulsion  or 
extraction  from  its  mother  of  a  product  of  conception,  irrespective 
of  the  duration  of  pregnancy,  which,  after  such  separation,  breathes 
or  shows  any  other  evidence  of  life,  such  as  beating  of  heart, 
pulsation  of  the  umbilical  cord,  or  definite  movement  of  voluntary 
muscles. 

HOSPITAL  OUTPATIENT    A  hospital  patient  who  is  not  an  inpatient  at  the 
time  he  receives  services  in  one  of  the  clinical  care  units  of 
the  hospital. 

INPATIENT  ADMISSION  Formal  acceptance  by  a  hospital  of  a  patient  who  is 
to  receive  physician,  dentist,  or  allied  services  while  receiving 
room,  board,  and  continuous  nursing  services. 

INPATIENT  DISCHARGE    Termination  of  the  granting  of  room,  board,  and 

continuous  nursing  services  and  the  formal  release  of  an  inpatient 
by  the  hospital. 

LONG-TERM  UNIT    A  hosp'ital  unit  in  which  the  Average  length  of  stay  is 
30  days  or  more. 

MEDICAL  CAKE  EVALUATION  (MCE)  STUDIES    A  type  of  retrospective  medical 

care  review  in  which  an  in-depth  assessment  of  the  quality  and/or 
the  nature  of  the  utilization  of  health  care  services  is  made. 
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MEDICALLY  NECESSARY  DAY    A  day  for  which  care  at  the  hospital  level  was 
necessary  because  of  the  patient's  condition. 

MONITOR    To  watch,  observe,  check,  keep  track  of,  regulate,  or  control, 
usually  for  a  special  purpose  (in  this  case,  monitor  for  accuracy 
of  information  recorded). 

NONFEDERAL  REIMBURSEMENT  PATIENTS    Patients  for  whom  Medicare,  Medicaid, 
Maternal  and  Child  Health,  or  Crippled  Children's  Service  is  not 
an  expected  source  of  payment. 

NORMS    Numerical  or  statistical  measure (s)  of  usual  observed  performance. 

NUMBER  CONTROL  LEDGER  A  numerical  arrangement  of  the  numbering  system 
used  to  identify  a  patient  and  his  medical  record.  It  is  main- 
tained to  control  the  accuracy  of  the  numbering  system. 

NUMBERING  AND  RECORD  SYSTEMS 

Serial  Numbering  System    A  new  record  number  is  assigned  for  each 
admission,  whether  for  an  old  or  a  new  patient. 

Unit  Numbering  System    A  permanent  record  number  is  assigned  at 
first  admission  and  used  for  all  subsequent  admissions. 

Dual  Numbering  System    A  serial  number  is  assigned  to  identify  a 
patient  during  current  episode  of  inpatient  care,  and  a  unit 
number  is  assigned  after  the  patient's  discharge  to  centralize 
all  his  medical  record  information  in  the  permanent  files. 

Serial  Record  System  All  medical  record  information  on  a  patient 
is  filed  separately  by  serial  number  assigned  for  each  episode  of 
Inpatient  care. 

Unit  Record  System    All  medical  record  information  on  a  patient 
is  centralized  in  one  folder  (file),  using  a  unit  number  to 
identify  the  patient  and  his  medical  record. 

PARTIAL  DELEGATION    Delegation  of  only  one  PSRO  review  function  or 
only  a  portion  of  a  review  function. 

PHYSICIAN    A  doctor  of  medicine  or  osteopathy. 

PHYSICIAN  ADVISOR    A  physician  who  provides  consultation  to  nonphysician 
reviewers  on  the  appropriateness,  quality,  and/or  necessity  of 
an  individual's  admission  to  or  continued  stay  in  a  hospital. 

PREADMISSION  CERTIFICATION    A  form  of  health  care  review  that  occurs  prior 
to  a  hospital  admission  to  determine  the  medical  necessity  and 
appropriateness  of  the  admission.    It  may  include  provisions  for 
preadmission  tests. 

PROFILE    A  presentation  of  aggregated  data  in  formats  that  display  patterns 
of  health  care  services  over  a  period. 
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PROFILE  ANALYSIS    A  form  of  retrospective  review  in  which  aggregated 
patient  care  data  are  subject  to  pattern  analysis. 

PSRO  HOSPITAL  DISCHARGE  DATA  SET  (PHDDS)  Data  elements  and  definitions, 
including  the  UHDDS  plus  some  additional  data  elements,  necessary 
for  PSRO  purposes. 

QUALITY  ASSURANCE  PROGRAMS    Ongoing  progrsms  through  which  the  hospital's 
medical  staff  monitors  the  patient-care  services  that  are  given 
to  hospital  inpatients  to  ensure  that  the  quality  of  care  provided 
is  maintained  at  the  highest  level  possible.    These  include  programs 
of  utilization  review  and  medical  audit. 

REVIEW  COORDINATOR    A  member  of  the  staff  of  the  PSRO  or  delegated 

hospital  with  one  or  more  of  the  following  responsibilities:  con- 
ducting current  review,  collecting  data  for  concurrent  review 
or  MCE  studies,  initiating  or  coordinating  with  discharge  planning, 
recording  and  transmitting  review  decisions,  completing  reports  on 
review  decisions,  completing  reports  on  review  activities,  or  acting 
as  liaison  with  persons  and  organizations  participating  in  and 
affected  by  the  PSRO  review  systems. 

SHORT-TERM  UNIT    A  hospital  unit  in  which  the,  average  length  of  stay 
is  less  than  30  days. 

SOURCE  DOCUMENTS    In  general,  routinely  generated  forms  that  will  contain 
items  of  the  Uniform  Hospital  Discharge  Data  Set. 

Primary  Source  Document    A  document  in  the  medical  record  on  which 
particular  uniform  data  set  item  routinely  will  be  found  or  most 
likely  is  to  be  found. 

Secondary  Source  Document    A  document  in  the  medical  record  that 
can  be  used  as  an  additional  source  of  a  uniform  data  set  item  that 
does  not  appear  in  the  primary  source  or  that  requires  validation. 

Example:    Most  hospitals  record  "Date  of  Birth"  on  the  admitting 
form,  which  becomes  the  face  sheet  of  the  medical  record.  This 
would  be  the  primary  source  document  for  this  item.    The  second 
most  frequent  place  where  this  item  (translated  as  age)  would 
be  recorded  is  in  the  medical  history  of  the  patient.  This 
would  be  the  secondary  source  document. 

STANDARDS    Professionally  developed  expressions  of  the  range  of  acceptable 
variation  from  a  norm  or  criterion. 

TITLE  V    The  part  of  the  Social  Security  Act  that  established  the 
Maternal  and  Child  Health  Program  and  Crippled  Children's 
Service,  which  provide  health  programs  for  mothers  and  children. 
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TITLE  XVIII    The  part  of  the  Social  Security  Act  that  established  the 

Medicare  program,  which  provides  federal  health  insurance  to  the 
aged  and  disabled. 

TITLE  XIX    The  part  of  the  Social  Security  Act  that  established  the  Medicaid 
program,  which  provides  federal  and  state  health  benefits  to  those 
on  welfare  and,  at  state  option,  the  medically  needy. 

TRAINING  AIDS    Devices  that  may  be  useful  during  your  training  program. 

Primarily,  suggestions  for  ways  of  presenting  certain  information. 

UNIFORM  HOSPITAL  DISCHARGE  DATA  SET  (UHDDS)  TERMINOLOGY    In  the  Uniform 
Hospital  Discharge  Data  Set  training  program,  components  of  the 
phrase,  "basic  minimum  uniform  discharge  data  set"  frequently  are 
used.     For  purposes  of  clarity,  the  components  are  defined  as  follows: 

Basic    Essential  for  use  by  hospital  administrators,  planning 
groups,  medical  staff  members,  third-party  payers,  and  others. 

Minimum    The  least  number  of  information  items. 

Uniform    Always  having  the  same  content,  not  varying,  consistent, 
undiversif ied,  conforming  to  one  rule. 

Discharge  Data  Set    Items  of  information  summarized  from  the 
hospital  medical  record,  often  contained  in  the  discharge  abstract. 

UNIT    An  organizational  entity  of  the  hospital. 

WORK  AIDS    Devices  that  may  be  used  by  personnel  on  the  job  after  training  has 
been  completed.     For  example,  hour  and  month  conversion  charts. 

WORKING  DAY    Usually  Monday  through  Friday,  excluding  holidays  observed 
by  the  PSRO. 
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  Code  ti   
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Number  of  Days  Assigned  at  Admission  |    |   \    Basis  for  Initial  Length  of  Stay  |  | 
Admission  Certification  Process  [ 
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|  Data  Collected  After  Patient  Discharge"! 


Date  of  Discharge  |  ] 
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Total  Number  of  Reviews  Referred  to  Physician  Advisor  Q 

Total  Number  of  Extensions  Approved  |    ,'   |  Extension  Denial 
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Payment  Source:    Maternal  &  Child  Health 
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Payment  Source:  Medicare 

3  days  granted  by  concurrent  admission  certification 
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o 
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Payment  Source:  Medicare 

2  days  granted  by  concurrent  admission  certification 

1  extension  requested  and  granted  (2  days) -patient  discharged  after  1  day 
used. 
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Payment  Source:  Medicare 
Diagnosis  was  not  established  at  the  time  of  admission,   so  3  days  were 


TOTAL  LOS  I  0  1  a :  ? 


assigned  until  further  review, 
subsequent  review  point,  and  6 
extensions  were  recruested:  1. 


A  diagnosis  had  been  established  at  tr.e 
additional  days  were  assigned.     3  additional 
7  days  were  granted,  after  referral  to 
physician  advisor 

7  days  were  granted,  after  referral 
physician  adviser 

2  days  were  granted,  after  referral  to  the 
physician  adviser,  patient  discharged  after 


he 


:o  tr.e 


say 
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Ci  tS  Library 
C2-07-13 

7S00  Security  Blvd. 
Baltimore,  Marytend  21244 
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Payment  Source:  Medicare 
2  days  granted  by  concurrent  admission  certification 
Extension  certification  was  denied  by  the  physician  advisor,  and  the 
patient  was  discharged  after  3  additional  days 
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Payment  Source:  Medicare 

5  days  granted  by  concurrent  admission  certification 
2  extensions  were  requested:     L.  2  days  granted 

2.  2  days  granted,  after  referral  to  physician 
advisor 
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Payment  Source:  Medicare 
Admission  certification  was  denied  by  the  physician  advisor, 
was  discharged  2  days  later. 
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Payment  Source:  Medicare 
9  days  granted  by  concurrent  admission  certification,  patient  discharged 
after  7  days. 
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